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Fox, L. W.: Heterophoria. Am. J. Ophth., 1923, vi, 
110. 


Fox states that heterophoria is a constant accom- 
paniment of binocular single vision, although it may 
not always cause symptoms. The production of 
symptoms is due to a general run-down condition as 
in fatigue, exhaustion from disease, or improperly 
fitted glasses. 

Maddox is quoted as stating that if lateral devia- 
tions are complicated by hyperphoria, the vertical 
deviation should be corrected first as the lateral will 
then probably correct itself. Quoting de Schweinitz, 
Fox emphasizes the fact that the muscles should be 
tested after the refractive error has been fully deter- 
mined and with the full correction on. Frequently 
the patient will accept a greater correction of hyper- 
metropia at the postcyclopegic examination if a 
prism is properly placed to correct the heterophoria. 

Tuomas D. ALLEN, M.D. 


Jackson, E.: The Transfer of Function of the 
Ocular Muscles. Am. J. Ophth., 1923, vi, 117. 


The author discusses the transference of muscles 
in general and reviews in particular the history of 
transference of the ocular muscles. 

When ptosis is present, either the superior rectus 
or the frontalis is usually employed. When the supe- 
rior rectus is paralyzed, the upper portions of the 
internus and externus may be used, being slit back 
from their insertion about 214 cm., and attached to 
the paralyzed tendon close to its insertion or to 
the sclera. Similarly the inferior rectus may be re- 
placed by portions of the internus and externus. 

If the internal or external rectus is paralyzed, the 
median or lateral portion of the superior and inferior 
tecti may be used similarly. If the superior oblique 
is paralyzed, the temporal portion of the superior 
Tectus is given a slightly different insertion. If there 
is « complete third-nerve paralysis, the superior 
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oblique can be removed from its normal attachment 
and sutured to the tendinous attachment of the 
internus, the pully cut away, and the muscle 
shortened. Tuomas D. ALLEN, M.D. 


French, R. F.: Diminishing Accommodation, 
Artificially Produced. J. Jowa State M. Soc., 1923, 
xiii, 135. 

French reports some interesting observations on 
the use of mydriatics and cycloplegics. A question- 
naire sent out to many ophthalmologists showed that 
75 per cent employ atropine, and 20 per cent, homa- 
tropine in the cases of children, while 90 per cent 
employ homatropine in the cases of adults. When 
homatropine is used, the power of accommodation 
is lost in about forty-seven minutes, while with the 
use of atropine, one hundred and thirteen minutes are 
required. With the use of homatropine, maximum 
dilatation of the pupil occurs in twenty-seven min- 
utes, and with the use of atropine it occurs in forty- 
three minutes. The general average of time re- 
quired for the loss of accommodation shows that 
homatropine is more quickly effective. After the 
instillation of eserine the power of accommodation 
begins to return before the sphincter of the pupil 
responds. Vircit Wescott, M.D. 


Dunn, P.: The Toxzmic Aspect of Ocular Disease. 
Lancet, 1923, cciv, 696. 

The author calls attention to the toxic action of 
the colon bacillus and the relation of a putrefactive 
intestinal condition to ocular disease. He states 
that thyroid insufficiency may be translated into 
failure of the thyroid to protect the body against 
a source of toxemia, and that heretofore it has been 
the custom to look for a recognized focus of septic 
infection such as the teeth, tonsils, etc. 

The possibility that an iridocyclitis may arise 
from another source of toxamia, in the course of 
which hypothyroidism is manifest, has been over- 
looked. As a notable example of the fact that the 
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ciliary body is peculiarly responsive to the effects 
of toxemic foci, Dunn cites the condition known as 
chronic iridocyclitis, and notes that closely allied 
to these symptoms are those accompanying inter- 
stitial keratitis in children. In the latter cases con- 
firmatory evidence of a syphilitic taint is often 
lacking. The results of the author’s treatment of 
parenchymatous keratitis in children, which in- 
cludes rest in bed, a generous diet, and the adminis- 
tration of 3 gr. of thyroid gland twice daily, has 
strengthened his belief that this condition is mainly 
a toxemic manifestation. 

In addition Dunn advances the theory that the 
condition known as “‘sympathetic ophthalmia”’ may 
be of toxic origin, the focus of infection being the 
intestinal tract. The causal agent may be a 
saprophytic organism which becomes virulent only 
when exposed to a toxic element. In the presence 
of intestinal stasis, the colon bacillus, normally 
saprophytic, becomes pathogenic and completes the 
vicious circle of pervading toxemia. 

In the treatment of toxamia arising from in- 
testinal putrefaction the author uses a benzene 
derivative, dimethylomethoxyphenol, which destroys 
the putrefactive organisms in the intestines and 
allows the bacillus coli to assume their normal char- 
acter. A. B. Dykman, M.D. 


Cheinisse, L.: Injections of Milk in Ocular Thera- 
peutics (Les injections de lait en thérapeutique 
oculaire). Presse méd., Par., 1923, xxxi, 178. 

Protein therapy seems to have given its best re- 
sults in certain diseases of the eye. 

Cheinisse refers to an overlooked thesis on milk 
therapy in the Russian literature by Svatikova- 
Achkinasi. This author collected 341 cases of 
various affections of the eye which were treated by 
intramuscular injections of milk. Good results were 
obtained in 281 (85.2 per cent). The best effects 
were observed in affections of the uveal tract and 
cornea. 

Milk injections have been of great benefit in 
gonococcal conjunctivitis in the adult. Scrofulous 
keratitis is also very favorably influenced, but in 
parenchymatous keratitis the effects are much less 
constant. The injections have no marked influence 
on the process of interstitial infiltration of the 
cornea. Herpes of the cornea and the keratitis ac- 
companying ophthalmic zona seem to be favorably 
influenced. Very good results have been obtained in 
acute iritis, but in chronic iridocyclitis the outcome 
has been less favorable. In infections of the eye 
consecutive to injuries or operations, the results 
were excellent. 

In the technique used by the author, fresh milk is 
boiled for four minutes and then injected in the 
flank or thigh muscles at a temperature of 37 to 38 
degrees C. For adults the dose ranges from 2% to 
10 c.cm. In the cases of children a higher dosage is 
generaily used as a weak dosage has little effect. 
The injections are repeated at intervals of two or 
three days. It is generally best to wait until the 


reaction provoked by one injection has fully syb. 
sided before making another. The total number of 
injections should not exceed five. The maximum 
effect follows the first injections. 

Although milk injections are usually not danger. 
ous, it is well to be prepared for any grave reaction 
which might result. Such injections should not be 
given in the cases of persons who are cachectic or 


Edridge-Green, F. W.: Some Curious Phenomena 
of Vision and Their Practical Importance. 
Med. Press, 1923, n.S. CXV, 254. 


The visual purple is found only in the rods, 
Therefore it was considered not essential to vision 
because only cones are found at the fovea. The 
rods and cones dip into a thin layer of fluid which is 
kept in place by the external limiting membrane. 
The visual purple diffuses through this fluid and is 
distributed to every part of the outer layer of the 
retina. Visual purple is regenerated from the pig- 
ment cells and most rapidly when exposed to light. 
It has been possible to take photographs by means 
of the visual purple. A rabbit retina was exposed to 
a window with bars. The parts of the retina cor- 
responding to the light parts of the window were 
bleached. The decomposition of the photo-chemical 
film sensitized by the visual purple stimulates the 
ends of the cones, a visual impulse being set up 
which is conveyed through the optic nerve fibers 
to the brain. When the light is diminished, the 
visual purple is not used and accumulates. 

The movement of the after-image is due to a 
movement of the eye itself or the compression of the 
globe by the muscles squeezing the photo-chemical 
film. There is a very distinct difference between 
moving the eye from one object to another and 
moving an object before the eyes. There are six 
stages noted in observing a bright object for a short 
duration, due to the fact that cones are more 
numerous in the fovea and that the visual purple 
must flow in from the periphery. The old theory 
that the rods are for perception in dim light is con- 
sidered wrong because it is based on misstatements. 
There is no animal with only rods or cones in the 
retina. The periphery of the retina is not color 
blind. In dark adaption the eye is not totally color 
blind. Vircit Wescorr, M.D. 


Kahn, W. W.: Asthenopic Reflex Manifestations 
Between the Eyes and Teeth. J. Am. M. Ass., 
1923, Ixxx, 1134. 

Kahn reports nine cases of asthenopia due to 
diseased teeth, in which a refraction test had been 
made very carefully, the symptoms of eye strain 
had not been relieved by repeated instillations of 
atropine, and the refraction was determined again 
with the use of a stronger cycloplegic. A careful 
physical examination in all cases was negative. In 
several cases the dentist reported that the teeth 
were in good condition but roentgenographic ex- 
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amination showed disease of the teeth. After the 
removal of the diseased teeth the symptoms of 
asthenopia and neurasthenia disappeared. 

Four cases of pain in or about the teeth or gums 
are also reported; after refraction the pain disap- 
peared. In one case, that of a 19-year-old stenog- 
rapher, it was necessary to prescribe additional 
plus lenses for near work. Wescott, M.D. 


Posey, W. C.: Alopecia and Poliosis of the Eyelids. 
J. Am. M. Ass., 1923, 1xxx, 1204. 


Posey reports a case of alopecia and another of 
poliosis of the eyelids and reviews the literature. 
The case of alopecia is of interest because it was 
without local inflammation of the lid. In the case 
of poliosis there was no history of injury or shock. 
The length of time elapsing from the date of shock 
to the appearance of the discoloration varies from 
a few hours to several months. In severe cases of 
iridocyclitis there may be blanching of the cilia 
of the lids. Vircin Wescott, M.D. 


LaGrange, H.: Conjunctivitis of Anaphylactic 
Origin (Conjonctivite d’origine anaphylactique). 
Presse méd., Par., 1923, XXXi, 112. 

LaGrange reports a case of conjunctivitis which 
was due undoubtedly to anaphylaxis. For ten years 
the patient had suffered from severe attacks of 
urticaria with swelling of the eyelids, chemosis, and 
itching of the conjunctiva. These always came on 
when he was bringing in his wood supply from the 
forest. A skin test with finely powdered oak bark 
was followed by a decrease in the leucocyte count, 
an urticarial rash, and pruritus. When the patient 
again carried in wood after recovery from this test, 
the symptoms recurred. Vircit Wescott, M.D. 


Wright, J. W.: Solarization in Trachoma. Am. J. 
Ophth., 1923, vi, 279. 

Acting upon the principle that heat, light, and 
drying are among the most potent bactericides, the 
author has been using them as therapeutic agents 
in the treatment of trachoma. The results have 
been encouraging. In addition to the usual local 
applications to the ulcers and the conjunctiva, con- 
centrated light from the sun is employed when 
possible, and when not possible, the concentrated 
light from an electric bulb. 

Concentrated solar rays are much more potent on 
ulcers than artificial light.’ Great care must be 
exercised that the heat is not too great. The length 
of time it will be safe to apply the rays to one spot, 
such as a corneal ulcer, can be determined by testing 
them on the back of the hand. A 1o or 12 diopter 
convex lens is used for concentration. Every part 
: ao granulated conjunctiva should be passed over 
slowly. 

No theory as to the action of the rays is offered. 
Their bactericidal effect and the stimulation they 
exert on the conjunctival glands causing absorption 
of the granules are probable factors. The rays are 
applied twice a week. Rarely more than three ap- 
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plications have been found necessary to clear up an 
ulcer. As soon as the gray, ragged edges of the 
trachomatous ulcer present a clean-cut depression 
with a small leash of vessels running to it from the 
conjunctival margin the radiation is stopped. 

A. B. Dyxman, M.D. 


Poyales, F.: An Epithelial Cyst of the Cornea 
(Quiste epithelial de cérnea). Prog. de la clin., 
Madrid, 1923, xxv, 86. 

Epithelial cysts of the cornea are extremely rare. 
In an interesting case observed in the author’s clinic 
there was a perforating traumatic lesion of the 
ciliary body with only slight symptoms of cyclitis. 
The cornea showed a slight contusion which ap- 
peared to involve only the epithelial layer. Under 
treatment, the inflammation of the ciliary body de- 
creased, but a round transparent mass appeared in 
the cornea, which had the clinical aspect of a trau- 
matic epithelial cyst. Later, symptoms of cyclitis 
developed anew and the epithelial cyst progressed 
to the extent that it deformed the eye and suggested 
a small partial staphyloma. The cystic distention 
of the cornea and the ciliary lesion ultimately caused 
an inflammatory condition which led the author to 
enucleate the eye to prevent sympathetic disturb- 
ances. 

Histologic examination showed that the trauma- 
tism involved only the epithelial layer and Bow- 
man’s membrane. Rupture of Bowman’s membrane 
was followed by herniation. W. A. BRENNAN. 


Gowland, A., and Gallino, J. A.: A Fixation Ab- 
scess in a Case of Severe Iridocyclitis (Abceso 
de fijacién en un caso di iridociclitis grave). Rev. 
Asoc. méd. argent., 1922, xxxv, 788. 

The patient, a man of 18 years, received a per- 
forating wound of the cornea of the right eye at the 
limbus. The further evolution of the case led to the 
diagnosis of traumatic iridocyclitis. Atropine, warm 
formentations, aspirin, and mercurial injunctions 
were ordered. The condition was such that enuclea- 
tion seemed indicated. The remedial measures 
mentioned and daily intramuscular injections of 
10 c.cm. of milk were without beneficial effect. 

As a last resort before operation the authors made 
an injection of essence of turpentine to cause a 
fixation abscess in the thigh. Severe symptoms 
followed but improvement in the eye was noted 
from the next day. The pain completely ceased and 
vision improved. Locally the abscess evolved 
characteristically with the formation of a large 
collection of pus. The pus was drained. By the 
ninth day there was complete disappearance of the 
eye symptoms and the abscess in the thigh was in 
process of cicatrization. W. A. BRENNAN. 


Chance, B.: The Etiology of Uveitis. Atlantic M. J., 
1923, XXvi, 528. 
Chance describes uveitis as an endophthalmia 
because, while one part of the uveal tract may be 
involved to a greater degree than the others, there 
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is apt to be involvement of the whole tract even 
when only one portion is inflamed. “TIridocyclitis” 
and ‘“‘chronic uveitis” are other terms for the same 
condition. The exudate on the posterior surface of 
the cornea, aqueous and vitreous, is characteristic. 
Pain may be absent when the choroid is involved. 
There may be one attack and then complete re- 
covery; there may be repeated attacks each year; 
the attacks may be so severe as to result in total 
loss of vision. 

Chronic iridocyclitis occurs most commonly be- 
tween the twentieth and fortieth years of age. It is 
more common in females than in males. Both eyes 
may be involved at diferent times, but as a rule 
only one is affected. The most common causes of 
uveitis are tuberculosis, syphilis. gonorrhoea, the 
acute infectious diseases, and focal infections. 
Chronic uveitis rarely occurs with acute rheumatic 
fever. Affections of the cornea and uvea occurring 
with the various forms of arthritis are due to the 
same infection. Vircit Wescort, M.D. 


Hektoen, L.: Immune Reaction of the Lens. Am. 
J. Ophth., 1923, vi, 276. 

The results of the author’s experiments have shown 
that in the precipitin test the lens is organ-specific 
and not species-specific. It is the one tissue in the 
eye that does not show any species-specific elements. 
Also the two globulins of the eye, alpha crystallin 
and beta crystallin, are immunologically distinct. 
Experiments with cataractous lenses in precipitin 
reactions have shown that such lenses react almost 
as well with antilens serum as normal lenses. 

Efforts to produce lens precipitins in normal 
rabbits by injecting solutions of rabbit lens have so 
far been without positive results. The use of rabbits 
previously injected with other lenses, human or 
bovine, called forth a renewed production of precip- 
itin for rabbit lens as well as for other lenses that 
were being tested. 

The author refers to the experiments of Kodama 
in regard to the anaphylactic reaction of tissues of 
bovine eyes. The difficulty arises in estimating 
correctly the minor manifestations of anaphylaxis. 
Kodama determined that so far as the anaphylactic 
reactions are concerned there is no absolute organ- 
specificity of the eye tissues. Inasmuch as the 
eye tissues are embryologically and functionally 
related, this is not surprising. 

Kodama found marked differences in the range of 
the anaphylactic reaction of the eye tissues. The 
lens is most limited. Next comes the uvea, followed 
by the optic nerve, retina, cornea, and vitreous. On 
the basis of these results he emphasizes that in 
sympathetic ophthalmia we should not assign an 
exclusive réle to the uveal pigment. The possibility 
that certain proteins of the eye, by virtue of their 
difference from the proteins of the blood, give rise 
under certain conditions to general reactions of the 
nature of self sensitization of the body, may be of 
great importance in ophthalmology. 

A. B. Dykman, M.D. 
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Green, J.: Factors of Safety in the Operation 
for Cataract. J. Missouri State M. Ass.. 1923, 
xx, 83. 

The classical or extracapsular operation for the 
removal of a cataract is incomplete as it leaves a 
varying amount of lenticular material. Peripheral 
masses hidden behind the iris and enclosed between 
the posterior and the remains of the anterior cap- 
sule may swell on contact with the aqueous and 
appear in the pupillary space. If this cortical 
material is of the “sticky” variety, it may give rise 
to iritis or iridocyclitis, possibly resulting in a 
closed pupil, a dense secondary cataract, or second- 
ary glaucoma due to blocking of the filtration angle. 

Much interest has been taken in the intracapsular 
operation of Smith of India. Smith’s pupils, how- 
ever, have not adhered strictly to his technique. 
From replies to a questionnaire sent persons operated 
upon by Smith at St. Louis it was found that 56 per 
cent have moderate to good vision, while in 44 per 
cent the operation failed. 

In the author’s opinion, the intracapsular method 
as practiced at present is a very safe procedure. 

In the interests of safety in the cataract operation 
conditions indicated by high blood pressure, glyco- 
suria, albuminuria, etc., must be taken into consider- 
ation and corrected previously by the removal of 
foci of infection, proper diet, or prolonged rest. 
In cases of chronic bronchitis the operation should 
be performed at a season when the patient is sub- 
jected to the least irritation. Persons with this 
condition and aged patients particularly, should 
not be kept in bed after the operation any longer 
than necessary. In cases of diabetes the urine should 
be made sugar-free before the cataract operation is 
undertaken, and in cases of active syphilis operation 
should be avoided. 

With regard to pre-operative conditions in the 
eye the author states that cultures of the conjunc- 
tival sac should be negative for streptococci and 
pneumococci, even though a few colonies of sta- 
phylococcus or xerosis bacillus may be present, and 
there should be noevidence of dacyrocystitis. Evacu- 
ation and curettage of minute cysts of the palpebral 
conjunctiva, emptying of the meibomian ducts by 
thumb and finger pressure, and massage several 
days before the operation are indicated. The use ofa 
4 per cent solution of protargol twice prior to opera- 
tion, as suggested by Verhoeff, is a good routine 
for local antisepsis. Spastic entropion may be 
averted by painting a line of contractile collodion on 
the skin of the lower lid, parallel with the palpebral 
margin. 

Preliminary iridectomy performed four to cight 
weeks previous to the removal of the lens will 
simplify the extraction, may hasten the maturation 
of an unripe lens, and will lessen the danger of post- 
operative iritis. Capsulotomy performed from 
eight to twenty-four hours prior to extraction is 
a means of ripening an immature cataract rapidly. 

Squeezing is best avoided by using a speculum 
instead of lid retractors, by injecting 1 per cent 
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novocaine under the conjunctiva ten minutes before 
making the incision, by giving a sedative enema one 
hour before operation, and by avoiding nervousness 
or haste in the presence of the patient. Irrigation 
of the anterior chamber to wash out remnants of 
cortex is indicated except in the case of a known 
fluid vitreous or the presentation of vitreous. 

A binocular bandage re-enforced by a Ring 
cataract mask should be left in place for seventy-two 
hours. At the time of the first inspection, 1 per cent 
atropine and 5 per cent protargol should be instilled. 
The bandage should then be re-applied for two days, 
and the patient allowed to get up. On the fifth day, 
the unoperated eye may be uncovered, and on the 
tenth day the patient may be discharged from the 
hospital. 

Iritis and iridocyclitis should be treated by local 
remedies and large doses of hexamethylamin. Re- 
sorption of cortical masses is promoted by the use of 
warm compresses and dionin, but dionin may act 
as an irritant if used before the fourth week after 
operation. 

The use of silver nitrate solution instead of a lunar 
caustic is advised. V. E. Dupman, M.D. 


Hoffman, J. N.: The Diagnosis of Optic Neuritis 
Due to Sinus Disease. N. Vork M. J. & Med. 
Rec., 1923, Cxvii, 42. 

The author lays great stress on the importance of 

a thorough physical examination. He states that use- 

less temporizing is not urged but an accurate effort 

should be made to find the cause of the condition. 

The visual fields are the only characteristic findings 

of optic neuritis due to diseased posterior sinuses; 

these findings show an absolute scotoma in a large 

area of relative scotoma. Tuomas D. ALLEN, M.D. 


Stieren, E.: Neurofibroma of the Orbit. Am. J. 
Ophth., 1923, vi, 176. 

The patient from whom the tumor described was 
removed was seen first three months previous to 
the onset of the symptoms. At this time he 
showed 6 diopters of hypermetropia in the eye 
affected as compared with 2 diopters in the other 
eye. Three months later the hypermetropia had 
increased to 7.50 diopters and vision had decreased 
slightly although the fields remained normal. One 
year later the wearing of a plus ro diopter sphere 
was necessary and the color fields were greatly 
reduced. The form fields remained normal. 

The usual methods of ruling out infectious dis- 
eases and general conditions were used thoroughly 
and the diagnosis of tumor of the orbit was made on 
the following findings: (1) slight and continual in- 
crease of proptosis, (2) slight and increasing optic 
neuritis with some oedema of the retina, (3) increas- 
ing hypermetropia, (4) diplopia, and (5) a negative 
physical examination. 

At operation the orbit was entered from the tem- 
poral side after resection of a portion of the orbit 
rim and the tumor mass was removed with the 
fingers. The postoperative result was very satis- 
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factory. The hypermetropia receded, the vision and 
the excursion of the eye improved, and the condition 
of the optic nerve and retina returned to normal. 
The pathologist’s report was neurofibroma. The 
author does not venture an opinion as to the nerve 
from which it originated. Tuomas D. ALLEN, M.D. 


Shaw, H. B., Moore, R. F., Bardsley, P., and Others: 
Discussion on the Differentiation and Progno- 
sis of Arteriosclerotic and Renal Retinitis. 
Arch. Ophth., 1923, lii, 181. 


This is an abstract of a discussion, the main points 
of which were as follows: 

1. There is no such close relationship between 
changes in the retina and disease in the kidneys as 
has been commonly supposed. 

2. In arteriosclerotic retinitis changes are pro- 
duced in the arteries by the action of a slow poison, 
and because of these changes there are occasional 
slight hamorrhages. 

3. In renal retinitis, so-called, there is a more 
severe toxemia which may or may not be of renal 
origin and may at first cause changes in one eye 
only but subsequently affects the other eye also. 
These changes are evidenced by engorgement of the 
blood vessels, fuzzy white spots, a star formation 
around the macula, large and small hemorrhages. 
When this finding is associated with signs of retinal 
arteriosclerosis it indicates that a chronic toxemia 
has been present and that an acute toxemia has 
developed. Tuomas D. Atten, M.D. 


EAR 


MacKenzie, G. W.: Headache from the Standpoint 
of the Otologist. Pennsylvania M. J., 1923, xxvi, 
360. 


Middle-ear suppuration rarely produces headaches, 
but when the suppuration extends beyond the con- 
fines of the middle ear, headache is one of the most 
common symptoms. 

Headache may occur in both acute and chronic 
mastoiditis. It is usually unilateral, but may be bi- 
lateral. It is due, no doubt, to the filterable bacterial 
toxins finding their way into the general circulation, 
and also to these same toxins reaching the dura 
mater along the course of the perivascular lymphat- 
ics and producing there an extradural irritation. 

Headache from simple mastoiditis the author 
believes is not especially common. Given a case of 
mastoiditis, simple or chronic, with persistent head- 
ache, even though it be a mild one, he is inclined to 
think of a complicaticn present or impending. 

The more common complications of middle-ear 
suppuration and mastoiditis are abscess of the inner 
ear, extradural abscess, perisinous abscess, subdural 
abscess, brain abscess (superficial and deep), throm- 
bophlebitis of the sigmoid, the superior or the infe- 
rior petrosal sinus, circumscribed purulent lepto- 
meningitis, diffuse serous meningitis or meningismus, 
and diffuse suppurative meningo-encephalitis. In 
none of these complications is headache absent. 
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Knowledge of this fact should prompt the physician 
to view any case of middle-ear suppuration present- 
ing the symptom of headache as suspicious and as 
demanding an exhaustive otologic examination. 

In summarizing, the author emphasizes the fol- 
lowing points: 

1. In uncomplicated middle-ear suppuration, 
both acute and chronic, headache is not the rule, and 
in those cases in which it occurs it is never pro- 
nounced. 

2. In uncomplicated mastoid empyema with in- 
sufficient drainage, headache is fairly common. 

3. In uncomplicated mastoid empyema with 
ample drainage, headache is never severe because of 
the mastoid involvement alone. 

4. In every case of middle-ear suppuration, with 
or without mastoid involvement, the occurrence of 
headache should prompt the physician to suspect 
immediately one or another of the several complica- 
tions referred to. 

5. Headache is the most common symptom of 
every kind of intracranial complication of middle- 
ear suppuration, and for this reason its presence 
should always be regarded with suspicion. 

MacKenzie beliéves that in the study of head- 
aches the eye, ear, nose, and throat specialist is more 
apt than the neurologist to overlook syphilis as an 
etiological or contributing factor. 


Glogau, O.: Nicotine Poisoning of the Middle Ear: 
A Preliminary Report from Animal Experi- 
mentation and Microscopic Findings. Laryn- 
gosco pe, 1923, Xxxiii, 262. 

The author reviews briefly the history of the 
nicotine habit and its effect on man from the time 
John Nico, the French ambassador to Portugal, pre- 
sented the ground powder of the magic Indian 
plant, tobacco, to Queen Catherine de Medici, in 
Paris, 1560. 

The report is an introductory one describing the 
author’s technique of experimentation on guinea 
pigs and pigeons, and is made for the purpose of 
placing on record the work already done. 

Glogau concludes by stating that nicotine poison- 
ing of the inner ear is characterized by certain 
pathologic changes of the nuclei of the cells of the 
vestibular ganglion of Scarpa, but he admits that 
this statement may require considerable modifica- 
tion when the final results of his observations have 
been obtained. W. B. Stark, M.D. 


Mellinger, W. J.: Diphtheritic Otitis Media. 
California State J. M., 1923, xxi, 151. 


Twelve cases of diphtheritic otitis media are re- 
ported. Only one of them was of the virulent type. 
All of the patients recovered. 

The author states that the condition described is 
not rare although very little is found in the literature 
relative to it. There is nothing peculiarly charac- 


teristic in the symptoms of middle-ear infection due 
to either the virulent or the non-virulent Klebs- 
Loeffler bacillus. 


The condition would be recognized more easily if 
cultures were made routinely in all cases of middle. 
ear infection. O. M. Rott, 


NOSE 


Granger, A.: A New Technique for the Positive 
Identification of the Srhenoid | Sinus and the 
Ethmoid Cells. J. Radiol., 1923, iv, 105. 


The author’s work is based upon experimental 
work with dried skulls, in which the sphenoid and 
ethmoid cells were filled with opaque media. 

A special head rest was used. This consisted of a 
sheet of bakelite having a triangular opening for the 
nose, and attached upon a frame in such a way that 
the bakelite sheet could be securely held over a film 
holder or cassette. The most advantageous positions 
were inclined planes of 23 and 107 degrees. 

Roentgenograms made at an angle of 23 degrees 
showed the upper border of the sphenoid sinuses to 
be on a level with a line formed by the anterior 
border of the optic groove and the upper roots of 
the lesser wings of the sphenoid bone. In this view 
the anterior ethmoidal cells are just below the 
frontal sinuses. 

In the author’s opinion the most valuable |and- 
mark is obtained at an angle of 107 degrees. This 
is a line formed by the optical groove, which is 
crescent shaped and curves downward on either 
side toward the optic foramen and anterior clinoid 
processes. At this angle the posterior ethmoidal 
cells lie above, and the anterior cells below, the 
shadow cast by the middle turbinate bone. 

In the lateral view, the line produced by the greater 
wing of the sphenoid bone separates the sphenoid 
sinus from the posterior ethmoid cells. The anterior 
and posterior ethmoid cells are fairly accurately 
divided by a line arbitrarily drawn along the shadow 
cast by the posterior border of the orbital process 
of the malar bone. 

A careful study of the thirty-six roentgenograms 
published with the article will repay any one inter- 
ested in a new technique to show this region. 

The practicability of the method has not been 
proved by a large number of clinical cases which 
have gone to operation, but its usefulness has been 
demonstrated in a limited number. 

C. H. Heacock, M.D. 


beg D. J. G.: Chronic Catarrh of the Naso- 
pharynx. Laryngoscope, 1923, xxxiii, 267. 


The author discusses the change that has occurred 
in the past forty years in opinions regarding the 
prevalence and importance of chronic catarrh of 
the nasopharynx. He gives a résumé of the views 
concerning its etiology which were held by Macken- 
zie in 1884, by Robinson, and by others. 

In Robinson’s opinion, a “catarrhal diathesis” 
is the determining factor in these cases. Niemeyer 
held that nasal catarrh is local in its nature «nd 
cause. MacKenzie thought that chronic irritation, 
as of dust, was the chief factor. 
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Wishart states, ““We have in chronic post-nasal 
catarrh, as originally described, a disease which as 
a distinct entity has disappeared, not through a 
change in climate or diet, or hygienic surroundings, 
or the absence of dust, but because we classify our 
diseases more correctly, and more important still, 
because we appreciate better, and are more fully 
determined to secure, a maximum of normal nasal 
respiration for our patient. Snaring the posterior 
ends of the inferior turbinate and resecting the 
septum has done more than aught else to effect this 
change, because with free nasal breathing the mem- 
branes of the nasopharynx do not swell and secrete 
as where nasal obstruction exists, and in other cases 
our improved technique for posterior ethmoiditis 
and empyema of the sphenoidal sinus has prevented 
the onset of post-nasal catarrh. 

“As we have learned to recognize that swelling of 
the lateral walls of the nasopharynx or a granular 
appearance of the posterior wall of the same region 
is occasionally due to causes located elsewhere, so 
we must recognize that hawking and droppings and 
a full sensation behind the nose are in like manner 
due to causes located elsewhere, and refrain from 
dignifying these as symptoms of a disease confined 
to the nasopharynx.” W. B. Stark, M.D. 


MOUTH 


Ramstedt, C.: The Operation for Complicated 
Harelip (Zur Operation der komplizierten Hasen- 
scharte). Zentralbl. f. Chir., 1922, xlix, 1556. 


The separation of the lip and cheek parts from the 
jaw, with or without operative loosening of the inter- 
maxillary bone, may cause a very serious loss of blood 
and lead to deglutition pneumonia. Therefore, for 
the last two years, Ramstedt has sought to force the 
projecting intermaxillary bone back by manipula- 
tion. He tried this first in a case of single harelip. 
The child’s head being held by an assistant, the in- 
termaxillary bone is grasped between the thumb 
and index finger, loosened, and forced back by 
pressure and shaking, the lip being protected from 
pressure by a pledget. This procedure, which re- 
quires at the most from one to two minutes, is re- 
peated the next day until, after four to six sessions, 
the projection has become so loose that it can be 
held back without tension by the suture of the fresh- 
ened margins of the cleft and no separation of these 
margins from the alveolar process is necessary. 

In five cases good results were obtained. The same 
procedure has now been used with success by 
Ramstedt in two cases of double harelip. The nose 
seemed to be less misshapen than after von Bar- 
deleben’s open operation. STETTINER (Z). 


Luxenbur¢ger, A.: Plastic Surgery of the Jaw and 
Hard Palate (Beitraege zur Kiefer- und Gaumen- 
plastik). Deutsche Ztschr. f. Chir., 1922, clxxii, 384. 


The author reviews briefly the various operations 
for the repair of defects of the jaw and reports 200 
cases of free autoplasty, in three-fourths of which 
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satisfactory results were obtained. The cause of 
failure in the remainder was infection by bacteria 
latent in the scar tissue. The lesions were gunshot 
wounds. To obtain greater resistance, he embedded 
the transplant in a tissue known to be aseptic and 
having arich vascular supply, the sternocleidomastoid 
muscle. At the end of eight to ten weeks he placed 
the transplant with the mobilized, attached piece of 
muscle into the defect in the lower jaw. 

The fear that large pieces of bone in muscle may 
be mechanically burdensome is unfounded, even 
when they extend up over the clavicle. The dis- 
placed portion of muscle survived even when more 
than half was separated. Two fairly constant nutri- 
ent arteries enter the upper half of this muscle. 

Of twenty-eight such transplants, twenty-five 
healed in readily. In two cases consolidation was 
not obtained because of the smallness of the trans- 
plant. One transplant was expelled because the 
separation from the muscle bed was too extensive. 
The technique is as follows: 

Stage 1. The transplant with attached periosteum 
is taken from the tibia or the crest of the ilium. 
Holes are bored in the ends. A longitudinal incision 
is made in the anterior border of the sternomas- 
toid muscle, beginning two fingerbreadths under 
the angle of the jaw and extending to the clavicle. 
Near the under-surface of the sternomastoid muscle 
a niche is made with the Kocher probe and into 
this the transplant is laid. The muscle is then 
sutured over the transplant with fine catgut. 

Stage 2. This part of the operation is performed 
eight weeks after the first stage. If it were delayed 
much longer there would be shrinkage of the trans- 
plant from absorption. The previous incision is re- 
opened and the muscle is mobilized by separation 
of the sternal and clavicular parts, partly by blunt 
dissection, partly with the knife, as far as the center 
or further, until the transplant can be brought into 
the defect without tension. The place from which the 
transplant was removed is closed, and the skin inci- 
sion then lengthened, in the form of a curve or with 
an acute angle, as far as the defect. The fracture 
ends are exposed, a periosteal pocket is formed 
(Lexer), holes are bored, and the transplant is freed 
from adherent muscle fibers where it approaches the 
ends of the jaw. A strong catgut suture is passed 
through each of the holes, drawn taut, and tied, 
and the free ends are pushed into the periosteal 
pocket. In many cases the ends were held suffi- 
ciently firmly by the pocket without other fixation. 
The soft parts are sutured with catgut. A small rub- 
ber drain is then placed at a distance from the frac- 
ture site. 

The disadvantages of this procedure include the 
complicated wound relations in the second stage, 
the necessity for narcosis in the second stage, and 
the great care necessary to prevent separation of 
the transplant from its nutrient pedicle. With re- 
gard to the advantages the author states that this 
indirect autoplasty gives much better prospects of 
an uncomplicated healing-in, the danger of infec- 
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tion is slight, even when the buccal cavity is opened, 
Lexer’s method of preparing the field of operation 
by excising suspicious scars is unnecessary, the cos- 
metic result is good, there are no sharp projections, 
a. if desired, skin may be included in the trans- 
plant. 

Rather long pieces of bone should be used, and 
the drill-holes must be sufficiently large. The mobili- 
zation on the under-surface of the sternocleidomas- 
toid muscle must be performed with care on account 
of the proximity of important vessels. Submaxillary 
glands and lymph glands may be removed if they 
are in the way. The nutrient pedicle must not be 
compressed by fixation sutures. Fixation of the 
head toward the side operated on is seldom neces- 
sary. The fragments are immobilized by the 
Schroeder-Buegel method with a sliding splint. If 
there are few teeth, an interdental splint may be 
inserted and the jaws bound together. 

In most of the author’s cases the gunshot wounds 
were rather large. In nineteen, the defect was in 
the horizontal portion, in two in the angle, in two 
in the ascending ramus, and in five in the chin. 
Union was firm in from one and one-half to eight 
months. When there are latent foci of infection 
this method offers greater security than free auto- 
plasty. It can be used also on the extremities in 
the treatment of pseudarthroses. 

The author’s procedure for the repair of large 
defects of the hard palate renders unnecessary the 
use of a rubber obturator. The technique is as 
follows: 

First stage. A double skin flap is formed from 
the lateral cervical region beyond where the hair 
grows and a piece of skin and platysma muscle 
12 cm. long and 5 cm. wide, extending from the 
region of the angle of the lower jaw to the clavicle. 
The base of this flap is above and somewhat broader 
than the apex. Under the clavicle a second piece 
of skin, 14 cm. by 5 cm., is taken. The connecting 
bridge of this flap also is above. The lower flap is 
pushed up under the upper one, and the wound sur- 
faces are sutured together. The flap thus formed 
now hangs from the neck and rests on the shoulder 
like an epaulette. The wounds left by the removal 
of the tissue can be easily drawn together. 

Second stage. In the course of eight days the lower 
connection is gradually divided and embedded in a 
horizontal incision made near the angle of the mouth. 

Third stage. The angle of the mouth is slit or 
the cheek is opened close under the attachment of 
the flap, and the flap is turned in and sutured about 
half its circumference to the freshened opposite side 
of the palatal foramen. 

Fourth stage. The connecting bridge in the mouth 
is excised as far as the outer side of the cheek and 
the transplant is stitched to the part of the palatal 
defect which lies opposite the cheek incision. 

General anesthesia is necessary in only the first 
stage. The others require only local anesthesia. 
If the defect is very large, it is best to slit the angle 
of the mouth as otherwise exact suturing is difficult. 


If a slit is made in the vestibulum oris between the 
lower jaw and the cheek (von Eiselsberg, Payr. 
Kappis), there is danger of injuring the facial 
nerve and causing disadvantageous tension on the 
flap. The tension is lessened by preliminary jm. 
plantation near the angle of the mouth. To freshen 
the palatal defect, broad adhesion surfaces are made 
with knives having curved blades. Suturing is done 
with thin copper wire and silkworm gut with a 
Hegar needle holder. 

The period between the first and second stages is 
sixteen days, and that between the second and third, 
from three to four weeks. During this time the flap 
is kept slightly compressed between two cardboard 
splints to prevent rolling up. Before the third stage 
a rubber prosthesis is worn to prevent the teeth 
from meeting. In the fourth stage wide excision 
of the pedicle of the flap is done to give sutlicient 
depth to the conjunctival fold. A bone plate taken 
from the pelvis or the scapula and shaped like the 
palate may be placed in the double fold and allowed 
to heal in. 

The author cured six cases by this method, five 
cases of war injury and one of luetic defect which had 
been operated on a number of times without suc- 
cess. Speech is good in spite of the absence of an 
arch, and the patients are able to eat even hard food 
with ease. Fluids do not escape into the nasal cay- 
ity or the antrum of Highmore. Zipper (Z). 


Kuettner, H.: Carcinoma of the Tongue (Der 
Zungenkrebs). Therap. d. Gegenw., 1922, !xiii. 444. 


Cancer of the tongue occurs much more often in 
men than in women. In 266 primary cancers this 
relation was 81:19. As main causes are to be con- 
sidered tobacco and syphilis and the combination of 
both. Leucoplakia precedes the condition in 22 per 
cent of the cases. Sharp-cornered teeth and ill- 
fitting plates, faulty oral hygiene, and_ the con- 
sumption of poor whiskey are also etiological factors. 

Tongue cancer manifests itself only rarely before 
the forty-fifth year. Histologically it is almost 
always a pavement-epithelium cancer; cylinder- 
epithelium cancers are extremely rare. As a rule it 
attacks both edges and the base of the tongue. Sur- 
face carcinomata springing from the pavement epl- 
thelium of the mucous membrane and ulcerating early. 
spreading superficially and downward with wall-like 
raised edges are more numerous than deep tumors 
originating in the glands of the mucous membrane 
and without plain demarkation. 

Tongue carcinoma grows through the tongue by 
continuity, attacks the floor of the mouth, the jaw, 
and the pharynx, and finally converts the mouth 
cavity into a fetid mass. 

The early lymphatic metastases are due to the 
numerous lymph vessels in the tongue, the great 
number of lymphatic glands, and the muscles which 
massage the cancer particles into the lymph channels. 
Of importance is the fact that the lymph of either 
half of the tongue drains into the glands of both 
sides. Often in unilateral carcinoma metastases are 
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found in the lymphatic glands on both sides. The 
occurrence of metastasis in the inner organs is 
less frequent. 

Among the early symptoms is violent pain; later, 
hemorrhage is seldom absent. The early diagnosis 
of this destructive disease is very important. In 
every case of a suspicious nodule or ulceration on the 
tongue a test excision must decide. In the differ- 
ential diagnosis ulcers caused by rough teeth must 
be borne in mind. Of the greatest importance is the 
decision as to when a leucoplakia degenerates into 
cancer. 

In the differentiation of cancer from the sequel 
of syphilis it is to be remembered that gummatous 
foci are usually multiple while carcinoma is single, 
and that cancer usually develops on the edges of 
the tongue and in the pre-epiglottic region while 
gummata occur most frequently in the middle and 
on the tip of the tongue. Hamorrhages and pain 
are rare in cases of gumma. Swelling of the glands 
suggests cancer. The tough, layered bottom of a 
gumma is easily removed without causing bleeding, 
while cancer is necrotic and soft and bleeds easily 
when removed. 

The differentiation of cancer from tuberculosis, 
the very rare actinomycosis, and sarcoma is usually 
easy. 

The prognosis without operation is very poor. 
Operation has good results if the diagnosis is made 
early, and even in advanced cases permanent cures 
have been obtained by thorough operation. The 
operation is always performed under local anzs- 
thesia. It consists of two parts, the thorough re- 
moval of the cervical glands and the extirpation of 
the tumor. In early cases a one-stage operation is 
possible, but in others a two-stage procedure is 
necessary. The lymphatic glands of the region of 
the tongue are removed from a cross incision. The 
submental, submaxillary, and deep cervical glands 
on both sides are removed. The lingual artery on 
both sides must be ligated or, in advanced cases, 
the external carotid on one or both sides between 
the lingual and superior thyroid. When the tumor 
is favorably located it may be excised by cutting the 
cheek after the method of Jaeger. When the tumor 
occupies the base of the tongue and when the con- 
dition is advanced, the lower maxilla must be sawed 
through. If the floor of the mouth is also affected 
the median sawcut of the maxilla after Sédillot- 
Kocher should be considered. For tumors extend- 
ing far to the rear, lateral sawing of the maxilla by 
Langenbeck’s method as modified by von Bergmann 
is indicated. Since a primary communication be- 
tween the large throat wound and the oral cavity 
must be prevented by all means, this part of the 
operation with the sawcut through the maxilla 
should be performed at a second stage a few days 
later. The patient may be allowed to get up the 
day after the operation. 

The mortality has been considerably lowered 
through the use of local anesthesia. In the author’s 
clinic it is 8.3 per cent. HAuMANN (Z). 


HEAD AND NECK 113 


THROAT 

Borden, C. R. C.: A Clinical and Pathologic Study 
of Tonsils Subjected to the X-Ray. Boston M. 
& S.J., 1923, clxxxviii, 493. 

Williams, F. H.: Prompt Action of Radium Radi- 
ations in the Treatment of Small or Large In- 
fected Tonsils and Lingual Tonsils. Boston M. 
& S.J., 1923, clxxxviii, 497. 

Borden made a study of the clinical and patho- 
logic effects of the X-ray treatment of diseased 
tonsils with the co-operation of Butler, the roent- 
genologist. The technique of Witherbee was fol- 
lowed. Sixteen cases were radiated, and from all 
but two of these Borden resected the tonsils. With 
— to the findings the following statements are 
made: 

“During the times the radiations were being 
given, many of the tonsils seemed to be smaller and 
more normal in appearance, but when subsequently 
removed by dissection, no real change in size ap- 
peared to have taken place. 

“After radiation many of the tonsils appeared to 
be normal in size and color, but at the time of 
operation a number of them were found to be filled 
with pus or cheesy débris. 

“As a method of reducing bleeding and assisting 
dissection at the time of operation, radiation is 
useful. 

“By diminishing over-secretion from the mucous 
surfaces of the throat, it decidedly decreased the 
possibility of postoperative pneumonia or lung 
abscess following throat operations. 

“In cases wherein diseased tonsils may be justly 
suspected of producing secondary infections of the 
joints, heart, kidney, or other important organs, 
X-ray radiations are inadequate.” 

In contradistinction to this unfavorable report, 
Williams states that radium radiations produce 
prompt improvement in the general condition usu- 
ally in one or two days. Some cases respond after 
four treatments given at intervals of about two 
weeks. Williams found also that lingual tonsils, 
adenoids, and lymphoid tissue on the pharynx re- 
spond to radium emanations. 0. M. Rorrt, M.D. 


Rehn, E.: The Treatment of Ludwig’s Phlegmon 
by Excision of the Submaxillary Gland (Die 
Behandlung der Ludwigschen Phlegmone durch 
Extirpation der Glandula submaxillaris). Klin. 
Wchnschr., 1922, i, 2138. 

For the treatment of the deep submaxillary or 
Ludwig’s phlegmon, Rehn advocates wide opening of 
the focus of infection by an incision from the outside. 
In three cases which ended fatally he found that in 
following the method of Jordan and Voelcker he did 
not do enough. In that method an incision is made 
one fingerbreadth below and parallel with the max- 
illa, and after division of the skin and the platysma 
muscle blunt instruments are used in proceeding 
downward into the infiltrated tissues on account 
of;the proximity of numerous vessels, and the fibers 
ofthe mylohyoid muscle are severed with care. 
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Rehn believes that in all cases the posterior cap- 
sular space of the submaxillary gland, the floor of 
which is formed by the hyoglossus muscle, should 
be exposed as in ligating the lingual artery, and this 
gland should be removed with the adherent lymph 
glands. In a case of very severe infection this pro- 
cedure gave a quick and complete cure. Rehn rec- 
ommends it as meeting more fully the anatomical 
and _ pathologico-anatomical conditions than the 
methods heretofore employed. Srmon (Z). 


Kutvirt, O.: Two Pharyngeal Tumors (Zwei Nasen- 
rachenraumtumoren). Casop. lék. Eesk., 1922, Ixi, 
589. 

These tumors occur only at the time of puberty, 
have the character of embryonic tissue, and are 
usually mixed tumors such as angiofibromata, 
myxofibromata, etc. Spontaneous involution of this 
kind of typical fibroma has been observed, this being 
due, perhaps, to obliteration of the greatly enlarged 
veins, and possibly also of the arteries, by the forma- 
tion of hyaline thrombi which leads to necrosis of 
the tumor tissue. Krinpt (Z). 


NECK 


Mcrgan, G.: Sinuses and Swellings in the Necks 
of Children. Brit. M.J., 1923, i, 621. 


The author has never seen actinomycosis of the 
neck in children. Syphilitic glands are fairly com- 
mon and will disappear under anti-syphilis treatment. 

Median sinuses in the neck cf the child are caused 
by persistent thyroglossal ducts. Tuberculous glands 
or sinuses are not found in the midline. The me- 
dian sinuses are never congenital. In dissecting 
out these ducts a preliminary injection with methyl- 
ene blue is of great assistance. 

Branchial cysts and fistula are more common on 
the left side. The author has never seen a complete 
fistula. A branchial cyst is more serious. A case is 
mentioned in which the cyst delivered itself intact 
after simple incision. There was no pedicle. 

Cystic hygromata or atheromatous branchial cysts 
may be mistaken for ranula when in the sublingual 
region, but are much more serious and difficult to 
cure. They may become very large and cause death 
through pressure. In one case death resulted from 
obstruction of the trachea. As these cysts tend to 
disappear spontaneously, operation should be put off 
as long as possible. 

Glandular fever with large swollen glands may 
clear up under expectant treatment. 

Primary malignant growths in a child’s neck have 
never been seen by the author. Secondary gland- 
ular involvement from sarcoma of the choroid 
spreading by way of the parotid is not uncommon. 

An enlarged and cystic thyroid is more common in 
girls than in boys. Mention is made of the case in 
which rupture of a thyroid blood vessel caused 
sudden enlargement with dyspnoea from pressure on 
the trachea. 

Adenitis is the most frequent cause of neck swell- 
ings in children, but is not so common as it was 


thirty-seven years ago. In 8o per cent of the cases 
of tuberculous glands there is an inherited tendency 

Glands may be classified into: (1) those draining 
skin areas, and (2) those draining mucous membrane 
areas. The latter are those which become tuber. 
culous, while the former become enlarged from 
pyogenic infection. The posterior auricular gland 
in a little girl became tuberculous from a scratch 
with a comb. This child had spent most of her time 
in a room where her brother was slowly dying of 
tuberculosis of the lung and intestines. 

Tuberculous glands are more commen on the 
right side. The submaxillary is the gland most 
commonly affected. Retropharyngeal and lateral 
pharyngeal abscess must not be overlooked. Loose 
teeth and infection about the teeth are a very fertile 
source of tuberculous infection. Of 3,000 children 
examined for swellings of the neck by Hallé, 78. 
per cent had poor teeth. Cook found that in mos 
cases scrapings from the teeth or the pulp con. 
tained tubercle bacilli. 

Glands are often infected with tubercle bacilli 
from the tonsils and adenoids which in turn often, 
if not always, derive their infection from the teeth. 
It is useless to remove them unless the infected 
teeth are also removed. 

Children with a tuberculous diathesis should be 
given the best of hygienic care, kept away from 
cases of phthisis, and watched carefully after in- 
fectious diseases, especially measles and whooping 
cough. Local treatment of the gums and teeth and 
tonsils should be given and such tonics as are ad- 
visable. The local application of colloidal iodine is 
recommended. Glands which remain enlarged or 
show signs of softening should be removed. 

Marcus H. Hosart, M.D. 


Marique, A.: Fifteen Cases of Thymectomy in 
Nurslings (La thyméctomie chez le nourrisson 
d’aprés quinze cas personnels). Arch. franco-belzes 
de chir., 1923, XXvi, 127. 


The chief symptom of hypertrophy of the thymus 
is dyspnoea which is relieved by the sitting posture 
and increased by the recumbent position. Operation 
is indicated by attacks of suffocation. With chloro- 
form anesthesia Marique does an extracapsular 
thymectomy by the technique of Veau and Olivier. 
This operation is very simple and as soon as it is 
finished the child can be taken home. The suffo- 
cation is immediately and permanently relieved. 

W. A. BRENNAN. 


Jackson, A. S., and Jackson, R. H.: The Relation 
of the Basal Metabolic Rate to Diseases of the 
Thyroid Gland. Am. J. Surg., 1923, xxxvii, 86. 


The basal metabolic unit is the most valuable 
diagnostic aid which has come into use since the 
advent of the X-ray. The varying results reported 
with the many different types of apparatus have 
served to discredit this means of diagnosis, but in 
the hands of the authors the gasometer method o/ 
Tissot has proved most satisfactory and accurate. 
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In the clinical interpretation of results +10 per 
cent is considered normal, and little significance is 
attached to arateof +15percent. Although the rate 
may run as high as 140 percent, it israre for the read- 
ing to reach more than +100 percent. The opposite 
condition is found in myxcedema, in which the basal 
metabolic rate may drop to —4o per cent or less. 

In its relation to diseases of the thyroid gland the 
metabolic unit is valuable for its negative as well as 
well as its positive findings. The cases of young, 
neurotic girls with a rapid heart, palpitation, and 
tremor, who present symmetrical enlargement of the 
thyroid, with thrills and bruits, are often difficult to 
diagnose. The establishment of a normal rate in 
these cases at once eliminates the necessity for sur- 
gical interference. 

In considering the patient’s ability to withstand 
the shock of operation, the basal metabolic rate 
should be considered merely as one of several factors, 
including a history of impending crisis, the condition 
of the heart, the loss in strength and weight, etc. 

Why some patients with exophthalmic goiter are 
able to carry arate of over + 100 percent with greater 
ease than others are able to carry a rate of +60 per 
cent is not understood. Exophthalmic goiter pro- 
gresses by a series of crises. If the patient lives 
through the second year with two or more crises, 
permanent myocardial and renal degeneration may 
result. The authors do not operate while the curve 
of hyperthyroidism is rising rapidly or when the 
patient is on the verge of a crisis. A lower reading 
may be observed in a patient approaching a crisis 
than in one who has recently passed through a crisis, 
but the operative risk in the latter case would be 
less. Rapid loss of weight, vomiting, diarrhoea, and 
anorexia warn of a crisis and should be given more 
consideration than a low basal metabolic rate. 

The authors use the quadriceps test, in which the 
patient mounts a step without holding onto a sup- 
port, to distinguish patients with true hyperthyroid- 
ism form those without it. The former falter and 
seek support in mounting the step, and in advanced 
cases are entirely unable to mount it. 

In early exophthalmic goiter operation may be 
performed with fair risk when there is only moderate 
loss of weight and strength with a metabolic rate 
below +50 per cent, a regular pulse not over 140, and 
slight or no dilatation of the heart. 

In adenoma with hyperthyroidism, symptoms of 
hyperthyroidism usually do not develop until from 
fiiteen to twenty years after the appearance of the 
adenoma and persist for about three and one-half 
years before a surgeon is consulted. In these cases 
cardiac and renal damage are more serious than in 
exophthalmic goiter and the surgeon is more con- 
cerned with the ability of the heart and kidneys to 
functionate than with the possibility of postopera- 
tive hyperthyroidism. In this type of goiter the 
average metabolic rate is +35 per cent, whereas in 
exophthalmic goiter the average is over + 50 per cent. 

Thyroidectomy cures hyperthyroidism almost im- 
mediately. 


are subjected to rest in bed and two ligations at an 
interval of a week or more. Within ten days the rate 
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In severe cases of exophthalmic goiter the patients 


usually drops to +50 percent. Two weeks after thy- 
roidectomy the rate drops to +19 percent, but in only 
about one-third of the cases does it return to normal 
in this time. Within another two weeks the majority 
of rates drop to normal. 


Hotz, G.: Endemic Goiter and Cretinism, and 
Their Prophylaxis (Ueber endemische Struma, 
Kretinismus und ihre Prophylaxe). Klin. Wchnschr., 
1922, xlii, 2073. 

The prevention of goiter by the administration of 
small doses of iodine, which is now being so much 
discussed, was tried some time ago but was aban- 
doned because it was not known how to avoid the 
dangers of the treatment. Our present efforts in this 
direction rest wholly on our experience with regard 
to the effects of iodine rather than a better under- 
standing of the nature of goiter. However, Hun- 
ziker’s hypothesis attributing goiter chiefly to a 
deficiency of iodine in the food deserves considera- 
tion. 

The author discusses the relationship between 
goiter and cretinism in detail. It is most commonly 
believed that the functional basis of cretinism is a 
hypothyreosis. The anatomical findings in the 
gland in adult cretins apparently support this view 
as they show atrophic, degenerated tissue in one 
form or another. In the author’s opinion, this 
anatomical picture is a secondary phenomenon with- 
out significance with regard to the changes charac- 
teristic of cretinism, and the frequent occurrence, 
especially in young cretins, of large goiters present- 
ing the histologic picture of stimulation-goiter with 
increased secretion justifies the conclusion that the 
increased secretion stands in causal relationship to 
the cretinism. Proof of this he sees in the splendid 
results of strumectomy on young cretins. 

In the solving of these difficult problems the 
patient’s age and the relationship between the thy- 
roid gland and other endocrine glands must be borne 
in mind. Cretinism in the absence of goiter the 
author ascribes to the increased secretion of goiter in 
the parents, which is always to be found in such 
cases. Resection, dissection of the thyroid gland, 
and the administration of iodine are similar in effect. 
Why this is so has not yet been explained. 

From the experiments in the administration of 
iodine as a preventive of goiter, begun three years 
ago, great improvement in the public health may be 
expected. GERLACH (Z). 


Troell, A.: The Structure of Goiter, with Particu- 
lar Reference to Basedow’s Disease (Ueber den 
Bau der Struma, mit besonderer Beruecksichtigung 
des Morbus Basedowii). Foerh. Svens. Laek.- 
Saellsk. Sammank., 1922, xlviii, 125. 


This article is based on a study of sixty-two cases 
of operation for goiter, the case histories and micro- 
scopic findings of which are reported in detail. 
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The microscopic findings are shown in sixty-three 
unusually fine photomicrographs. It was determined 
that in 50 per cent of the cases there was undoubtedly 
an abnormality in the follicles and in the epithelium 
of the follicle (widening and recess formation in the 
follicle, cubical to cylindrical epithelium). These 
changes are similar to those in compensatory hyper- 
trophy after removal of the greater portion of the 
thyroid gland and in spontaneous activity of the 
thyroid gland. 

The secretion, which in half the cases can be 
traced to the epithelial cells, particularly in the pro- 
nounced cases of Basedow’s disease, differs in stain- 
ing qualities from the normal secretion. While the 
latter stains red with azocarmin Mallory, the con- 
tents of the follicle in the altered condition stain 
blue (microchemical transformation). Small-cell in- 
filtration was found in go per cent of the cases of 
the diffuse toxic form of goiter, but it could not be 
determined whether this is an expression of intoxi- 
cation or of infection. 

The pathologic changes appear in such a large 
percentage of toxic goiters that they may be re- 
garded as characteristic of Basedow’s disease. In 
some cases, however, only one of the findings 
mentioned is noted. Port (Z). 


Kessel, L., Lieb, C. C., Hyman, H. T., Lande, H.: 
Studies of Exophthalmic Goiter and the In- 
voluntary Nervous System: A Study of Fifty 
Consecutive Cases of Exophthalmic Goiter. 
Arch. Int. Med., 1923, xxxi, 433. 


The authors give a detailed account of the course 
of fifty cases of fully developed exophthalmic goiter 


in which no specific treatment was instituted. The 
course of the symptoms and basal metabolism was 
closely followed and the results judged on the basis 
of restoration to social and economic usefulness and 
the return of the metabolism to within normal limits. 

Forty-one of these patients have been socially and 
economically restored. Of these, twenty-seven were 
restored within four months, and four, or thirty-one 
all told, within six months of their hospital entry. 
In the large majority of cases economic restitution 
may be anticipated within six months, and in a fair 
majority, within four months. The authors empha- 
size that they refer to economic recovery. Sympto- 
matic recovery is not complete. Palpitation and 
tachycardia on exertion and a certain degree of thy- 
roid enlargement and exophthalmos do not com- 
pletely and permanently disappear in any case. The 
patients are not cured, but their disease is in a stage 
of arrest. 
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The restoration of forty-four of fifty patients to 
economic recovery in such a short time is sufficient 
to emphasize pointedly the tendency of this disease 
to spontaneous arrest in the vast majority of ip. 
stances. ARTHUR L. SHREFFLER, M.D, 


Urban, K.: Twenty-Two Years of Goiter Surgery 
(Zweiundzwanzig Jahre Kropfchirurgie). Zentralpj. 
f. Chir., 1923, i, 86. 

The author reports his experience in the treatment 
of 2,500 cases of goiter during a period of twenty-two 
years. In every case morphine was given and the 
operation was performed under local anzesthesia in- 
duced with 0.5 per cent novocaine. In cases of 
large goiters from 0.75 to 1.0 gm. of novocaine was 
used. Kocher’s collar incision was made. In 100 
cases of substernal goiter the author succeeded in 
removing the goiter without resecting the sternum, 
In one case of calcified struma, however, such resec- 
tion was necessary. He always performed a uni- 
lateral capsular resection, leaving behind a remnant 
the size of a plum to protect the recurrent laryngeal 
nerve and the parathyroids. The trachea was 
suspended by suturing the stump to the sternohyoid 
and thyrohyoid muscles, and a rubber drain was 
inserted for twenty-four hours. 

In cases of exophthalmic goiter a unilateral re- 
section was done with ligation of the superior 
thyroid artery on the other side close to its entrance 
into the gland. In five cases resection of the thymus 
was done in addition. Silk was used for the sutures. 
In cases of very extensive resection (four-fifths) 
and when hypothyroidism was suspected, thyroid 
tissue from a young person was implanted under the 
breast and thyroid tablets were given. Myxcedema 
never occurred. 

In order to spare the parathyroid artery the 
thyroid artery was never ligated on the trunk, but 
always in the plane of the incision. In none of the 
cases in which this method was used and a vegetable 
diet was given for the first eight days were there 
any signs of tetany. In 14 per cent there were 
laryngeal symptoms. In 1o per cent these were due 
to paralysis of the recurrent laryngeal.nerve and in 
4 per cent to cedema and hemorrhages. In about 
3 per cent of the cases there was hoarseness. Even 
bilateral posticus paralysis may disappear entirely. 
After the operation the temperature often reached 
39 degrees C. There were twenty deaths, a mortality 
of 0.8 per cent. Eighty per cent of the patients were 
cured. A recurrence developed in 1 per cent. In 
cases of struma maligna, in spite of radical pro- 
cedures, the results were poor. (Z). 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Steiger, M.: Can True Epilepsy Be Cured or 
Benefited by Roentgen Treatment? (Kann die 
genuine Epilepsie durch Roentgenbestrahlung einer 
Heilung bzw. einer Besserung entgegengefuehrt 
werden?) Schweiz. med. Wehnschr., 1922, lili, 1141. 


The author treated fifteen cases of true epilepsy 
by total irradiation of the brain. In some of them 
striking improvement as regards the frequency and 
the severity of the attacks was noted. However, the 
number of cases is too small and the duration of the 
treatment too short to warrant a final opinion. 

WEHMER (Z). 


Drevermann, P.: The Repair of Defects in the Dura 
and Skull; with Particular Attention to the 
Permanent Results in the Prevention and Cure 
of Traumatic Epilepsy by Repair of the Dura 
by Free Transplantation of Fatty Tissue 
(Ueber den Ersatz von Dura- und Schaedeldefekten, 
unter besonderer Beruecksichtigung der Dauer- 


erfolge in der Verhuetung und Heilung der trau- 
matischen Epilepsie durch Duraersatz mit frei 
transplantiertem Fettgewebe). Beitr. z. klin. Chir., 
1922, Cxxvii, 674. 
There is an element of uncertainty in every 
method of treating epilepsy because the pathologico- 


anatomical conditions determining the disease are 
as yet unexplained. On the one hand we are urged 
to open the skull in the manner of a valve, and on 
the other to correct defects by plastic procedures. 

Observations over a long period of time are neces- 
sary to determine whether or not plastic repair of a 
defect in the skull contributes to the cure of epilepsy. 
The author therefore reports cases which have been 
under observation for from three to ten years after 
operation. The repair of a skull defect is necessary 
because epileptic attacks may be induced by varia- 
tions in pressure in the open skull. Tension on a 
rigid scar has a similar effect. Spontaneous bony 
filling out of skull defects is very rare. 

For covering bony defects, free bone transplanta- 
tion was used almost exclusively in Lexer’s clinic. 
Larger defects were repaired with bone taken from 
the tibia, and the others by plates of bone with 
periosteum attached taken from the external table 
or the vicinity of the defect. Subsequent roentgen 
examinations revealed that in the case of defects 
covered with bone from the external table the loss 
of bone by absorption was frequently greater than 
the new bone formation. Years afterward demon- 
strable defects remained between the pieces of ex- 
ternal table where bony union had not taken place. 

The author emphasizes that the transplantation 
should not be undertaken until hemorrhage has 
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been completely arrested. The transplant should 
be as thick as possible and should fit into the defect 
exactly. If sufficient periosteum has remained over 
the defect, the transplant should be placed with its 
periosteal side next to the brain so that it will be 
covered by periosteum on both sides. If the perios- 
teum over the skull defect has been lost, the trans- 
plant should be placed with the bony wound surface 
next to the brain. In order to obtain the desired 
curvature it is often necessary to saw the transplant 
across in a number of places, cutting through as 
as far as the periosteum. 

The scar in the brain is usually excised as com- 
pletely as possible, but when the scar is very deep 
the scarred dura is merely separated from the lamina 
vitrea. The defect in the dura must be filled out 
in such manner that cicatricial adhesions between 
the surface of the brain and the dural transplant 
will not form again, and the closure ofthe defect 
must be sufficiently resistent to withstand the intra- 
cerebral pressure. 

Freely transplanted fat is employed as the most 
suitable material for repairing defects in the dura. 
The inclusion of fascia in the transplant does not 
appear to be essential. At operation the bony defect 
is usually enlarged to an extent which exposes the 
margins of the dural defect for about 0.5 cm., the 
scarred dura then being separated from the margins 
of the bony defect. The thickness of the flap of 
fatty tissue to be transplanted is reckoned from the 
size of the defect caused by the sinking-in of the 
brain. Recently the plastic operation has been 
carried out in two stages in all cases. 

The repair of the dura is best done six months 
after the wound has healed. It must not be delayed 
until the picture of changes in the brain causing 
epilepsy has become established. Foreign bodies 
found in the scar must first be removed, the plastic 
operation being postponed. The second stage, the 
repair of the bony defect, should be performed three 
months after the repair of the dura. 

Subsequent examinations of cases showed that 
the prospect of cure or improvement is not partic- 
ularly good if epilepsy is already present; there were 
only five cures in thirteen such cases. On the other 
hand, there is a good prospect of preventing the 
development of traumatic epilepsy by plastic repair 
of the skull undertaken at the proper time. 

ScHUBERT (Z). 


Rivarola, R. A.: Hydatid Cysts of the Brain in 
Children (Los quistes hidatidicos del cerebro en 
los nifios). Semana méd., 1923, XXX, 157. 


In the Children’s Hospital at Buenos Aires, Riva- 


rola has observed twenty-two cases of hydatid cysts 
with the following localizations: frontal, 3; fronto- 
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parietal, 1; temperoparietal, 3; occipitoparietal, 3; 
occipital, 4; parietal, 8. 

In the diagnosis, roentgenography of the cranial 
vault, examinations of cerebrospinal fluid and blood, 
and laboratory reactions are of no value. The 
Polak-Neisser trephine puncture and pneumo- 
ventriculography are not practised in the Children’s 
Hospital; other methods have always sufficed for 
an exact diagnosis. 

In the absence of any known specific treatment of 
hydatid cysts surgical operation has been adopted 
as the only efficacious method in these cases. The 
operation is performed as early as possible. In the 
evacuation of the cysts great care is taken to pre- 
vent contamination of the surrounding tissues. 

Of the twenty-two cases reviewed twenty-one 
were operated upon. Eight (38.09 per cent) pa- 
tients recovered definitely and thirteen (61.9 per 
cent) died. Of the latter, five died of recurrence from 
five months to one and one-half years after the 
operation. Only in one of these cases was the cyst 
suppurative. W. A. BRENNAN. 


Poetzl, O.: Localized Symptoms from a Lesion of 
the Left Parietal Lobe: Observations in a Case 
of Brain Tumor Treated by Palliative Decom- 
pression (Ueber die Herderscheinungen bei Laesion 
des linken unteren Scheitellappens; Erfahrungen an 
einem palliativ treponierten Hirntumor). Med. Klin., 
1923, XIX, 7. 

For three months, the patient, a woman of 22 
years, had had a severe headache associated with 
progressive loss of vision leading to almost total 
blindness. . As she fell foreward when her eyes were 
closed and as there was pain in the left ear, a tumor 
of the left subangular region was suspected and a 
decompression over the posterior part of the left 
parietal bone was performed. As soon as the dura 
was opened the brain protruded. 

Following the operation there was rapid improve- 
ment of vision but on account of the progressive 
prolapsus the syndrome of destruction of the center 
in the left gyrus angularis of the right handed de- 
veloped. Lumbar puncture did not influence this 
syndrome, which was caused perhaps by a hemor- 
rhage during the operation, but the symptoms de- 
creased when the prolapsus ruptured and discharged 
cerebrospinal fluid in considerable quantity. 

From a critical analysis of the symptoms the 
author comes to the conclusion that the specific 
action of the gyrus angularis is the transformation 
of external movements and directions of vision into 
internal visual movements and directions, this ex- 
plaining, among other things, the rhythm of motion 
in writing. Srrauss (Z). 


Rosenbluth, B.: A Case of Tumor of the Cere- 
bellum That Gave Negative Results to Tests of 
the Labyrinth and Labyrinthine Tract. Laryn- 
goscope, 1923, XXXili, 257. 


Rosenbluth reports the case of a 10-year-old boy 
suffering from severe headache, vomiting, and un- 


steady gait. When standing, he had a tendency to 
fall backward and to the right. The left eye showed 
internal strabismus. Later the patient became 
drowsy, and there was severe pain with slight ten- 
derness in the right frontal and parietal regions, 
He made loud and frequent outcries. The pulse 
became slow and vomiting increased. 

The pupils were normal. There was no nystagmus, 
The eye grounds were normal. The reflexes were 
normal with the exception of a slightly increased 
knee jerk on the left side. The laboratory findings 
and roentgenograms of the skull were negative. The 
white blood cells numbered 12,400. The cerebro- 
spinal fluid was clear but heavy with albumin. 4 
healed perforation of the membrana tympani on 
each side was found. Turning tests and caloric 
tests showed reacting labyrinths and labyrinthine 
tracts. The hearing was good in both ears. 

The condition was diagnosed as due to a neoplasm 
situated in the upper worm of the cerebellum and 
invading the superior medullary velum. 

Postmortem examination of the brain confirmed 
the clinical diagnosis. Pathologists reported the 
neoplasm to be a large spindle-cell sarcoma. 

W. B. Stark, M.D. 


Biedl, A.: The Physiology and Pathology of the 
Pituitary Body (Physiologie und Pathologie der 
Hypophyse). Munich: Bergmann, 1922. 

At the Twenty-fourth Congress for Internal Medi- 
cine in Wiesbaden, on April 26, 1922, a very com- 
plete review of the present status of the anatomy 
and the normal and pathological physiology of the 
pituitary body was given. The most important 
points brought out in this work are as follows: 

Anatomically, the pituitary body consists of four 
parts: (1) the anterior lobe (pars distalis, prehy- 
pophysis), (2) the pars intermedia (pars juxta- 
neuralis), (3) the pars infundibularis (neurohypophy- 
sis), and (4) the pars tuberalis. The last adjoins 
the eminentia saccularis of the tuber cinereum. 
Parts 2 and 4 are developed from the ectoderm of 
the embryonic buccal cavity, and the prehypophysis 
is derived from the entoderm of the foregut. 

Biedl regards the chief cells in the anterior lobe as 
mother cells of the eosinophile and basophile granu- 
lar cells, but believes that all three varieties are dil- 
ferentiated cell forms with a particular function. The 
lipoid secretion of the chief cells, as well as the 
granula, is given off into the blood vessels, and only 
exceptionally stored up in the follicles. The middle 
lobe forms a colloid secretion which is first given 
off into the acid of the follicles and from there is 
poured into the clefts of the tissue of the middle lobe 
and further into the clefts in the connective and sup- 
porting tissue of the neurohypophysis and the hy- 
pophyseal pedicle. . 

The secretion of the anterior lobe, a lipoid sub- 
stance isolated as tethelin, is pharmacodynamically 
ineffective. The well-known effect of pituitrin and 
similar substances upon the blood pressure, respira- 
tion, smooth muscle, and concentration of urine 1s 
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due to one or more intermediate substances which 
probably undergo definite changes (activation) on 
their way through the neurohypophysis. 

Regarding the functions of the pituitary body as 
shown by clinical and experimental observation, 
Biedl makes the following statements: 

1. The pituitary apparatus is a system of organs 
important to life. The separate parts perform dif- 
ferent functions in the economy of the body, and the 
co-operation of all of them is necessary for the main- 
tenance of life. 

2. The anterior lobe is a true gland of growth, the 
internal secretion of which determines the growth 
and therewith the dimensions and habitus of the 
body partly directly, partly through influence upon 
the generative glands. Undersecretion leads to 
dwarfism and premature senility, and oversecretion 
to giant growth and acromegaly. 

3. The middle lobe is a metabolic gland, the 
internal secretion of which influences general metab- 
olism, the individual components of metabolism, the 
regulation of body heat, and the activity of the 
sympathetic system. Probably this secretion has an 
indirect influence on the metabolic center situated in 
the subthalamic region by way of the neurohypo- 
physis and the hypophyseal pedicle. 

4. The pars tuberalis may function with the pars 
intermedia, but this has not been proved. 

5. The posterior lobe is not a secreting organ. 
Dystrophia adiposogenitalis can arise from injury 
to the middle lobe of the pituitary or to the mid- 
brain. In most cases an injury of both is found. The 
same is true of diabetes insipidus. The regulating 
central organ of the hypothalamus functions inde- 
pendently, and its activity is determined by nerve 
and blood stimuli. Important blood stimuli are the 
hormones of the neighboring pituitary body, with 
which it is connected by lymph passages. 

6. It is not known whether there is any signifi- 
cance in the close proximity of the gland of growth 
and the gland of metabolism. 

7. There is reciprocal action between both glands 
of the pituitary body and other endocrin glands. 
NAEGELSBACH (Z). 


SPINAL CORD AND ITS COVERINGS 


Sgalitzer and St. Jatrou: The Roentgen Findings 
in Tumors of the Spinal Cord (Roentgen- 
befunde bei Tumoren des Rueckenmarks). Mitt. 
a. d. Grenzgeb. d. Med. u. Chir., 1922, xxxv, 598. 


The authors discuss only tumors which arise 
from the spinal cord or its membranes and do not 
attack the bone. Fifteen such tumors were ex- 
amined. Ten of them were extramedullary and 
five were intramedullary. Exostoses were pres- 
ent in nine of the ten cases of extramedullary 
tumors, but in only one of the five cases of intra- 
medullary growths. The latter was a large tumor 
that had grown through the entire cervical marrow. 
The exostoses were found five times at the level of 
the tumor, and four times somewhat further down. 


NERVOUS SYSTEM 119 


In cases of ventrally located tumors they were al- 
ways at the tumor level, but in those of dorsal or 
more dorso-lateral tumors they were sometimes 
somewhat lower. In four cases of intramedullary 
tumors and in cases of open meningitis serosa no 
exostosis could be found. Therefore the finding of 
an exostosis which is confined to a small part of the 
spinal column may be of diagnostic significance, 
indicating a tumor of the spinal marrow. Laminec- 
tomy should be performed at the level of the exosto- 
sis unless the neurologist is sure of the location of the 
tumor. If the tumor is not found at the level of 
the exostosis, a search should be made for it further 
up. 
In conclusion the authors state that little is known 
regarding the cause of the exostoses. In this con- 
nection they cite the fact that Schlesinger and 
Schiller have found circumscribed exostoses in the 
neighborhood of endocranial brain tumors. 
HacMANN (Z). 


PERIPHERAL NERVES 


Stradyn, P. J.: The Treatment of Injuries of the 
Peripheral Nerves (Behandlung der Verletzun- 
gen periphaerer Nerven). Verhandl. d. Russ. Chir., 
Pirogoff-Ges., Petrograd, 1922. 

To determine the relative merits of surgical and 
conservative methods the author has chosen from 
his 817 cases (123 of which were operated upon) 
only those in which the treatment was carried out 
systematically for a period of at least three months. 
Purely conservative procedures in 156 cases re- 
sulted in improvement in 45 per cent, while operative 
intervention in 102 cases caused improvement in 63 
per cent, with restoration of active motion in 27.5 
per cent. The inadequate period of observation (for 
a valid opinion a period of two or three years is 
desirable) was reflected more clearly in the statistics 
of single operative procedures. Neurolysis was 
successful in 76 per cent of fifty-five cases, and 
nerve suture was successful in 4o per cent of thirty- 
five cases. Favorable results followed six plastic 
nerve operations only to the extent that in two 
cases trophic ulcers healed. 

From the world literature of war injuries the 
author cites the results in 3,128 cases. Success 
followed neurolysis in 69.5 per cent and suture of the 
nerves in 54 per cent. 

Physical and mechanical therapeutics must pre- 
cede and follow operation. The results of operative 
intervention undertaken from three to four months 
after the nerve injury have been no worse than 
those of operations performed in the first few 
weeks. 

Leriche’s operation has proved its value clinically; 
median necrosis is not to be feared, for according 
to the investigations made by Petroff with vital 
stains in the laboratory of Anitschkoff, the nutrition 


of the median nerve occurs from the lumen of the | 


blood vessels outward. 
Von DER OSTEN-SACKEN (Z). 
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Chessin, W. R.: The Operative Technique in In- 
juries of Peripheral Nerves (Zur operativen Tech- 
nik bei Verletzungen periphaerer Nerven). Nowy 
Chir. Arch., 1922, ii, 332. 


The author reports upon thirty-four cases in 
which an operation was performed for injuries of 
the peripheral nerves. In sixteen, the sciatic nerve 
was involved, in five the median nerve, in three the 
ulnar nerve, in six the radial nerve, and in two the 
brachial plexus. The sciatic nerve was exposed by 
the Barontsch-Wenglowski incision. 

Stoffel’s contention that the nerve tracts to the 
individual muscles are distinctly isolated from one 
another in the nerve is not entirely correct. The 
investigations of Borchardt and Wjasmenski demon- 
strated that there are numerous anastomoses, the 
peripheral nerve therefore constituting a plexus. In 
suturing, accurate coaptation of the nerve ends is 
important. The nerve ends may be made the 
same width by Hofmeister’s method of injecting 
fluid into the smaller end. The reinforcement of the 
suture with a tube and a strip of fascia should be 
abandoned. The suture itself should be made in 
the simplest manner. The placing of the suture line 
between muscles is of advantage. The neurolysis 
and the endoneurolysis must be carried out with 
great care. SCHAACK (Z). 


Nasarow, W. M.: Regeneration of Nerves in Cica- 
tricial Tissue (Ueber Regeneration des [ndner- 
vensystems im Narbengewebe). Verhandl. d. XV. 
russ. chirurg. Kongr., Petrograd, 1922. 


Human scars were examined after from twelve 
days to one year. Staining was done by the Ehrlich- 
Dogiel and Golgi methods. 

In the twelve-day scar regenerative processes 
were noted, but as the small nerve trunks had not 
yet penetrated into the epithelium, no pain was 
caused by pin pricks. In addition to regenerative 
processes degeneration was observed; at the scar 
boundary the nerve endings did not take the stain. 

In the six-week scars the nerve terminations had 
grown into the epithelium and sensation was present 
in the scar. 

In scars two months old growth-buds were still 
found in the epithelium, but after six months these 
were absent. 

In a scar four months old with an unhealed granu- 
lating wound (amputation stump) the process of 
scar innervation could be seen plainly, the nerve 
fibers which form the trunks being clearly visible in 
the newly formed connective tissue. From these 
trunks fibers branched off which formed a subepithe- 
lial plexus sending out terminal branches which 
formed non-encapsulated nerve endings. 

In one-year-old scars of the tip of the finger 
peculiar nerve endings were observed which in shape 
resembled the Golgi-Mazzoni corpora. 

The author comes to the conclusion that the re- 
generation of nerves is subject to special laws, and 
that the final objective of the nerve fibers is the 
epithelium. The growth of the nerve fibers is in- 


dependent of the direction of the fibers of the con- 
nective tissue and the vessels. 

The wound is epithelialized first and penctrated 
by the nerve fibers later. Consequently full regen- 
eration with restitution of the nerve elements does 
not take place in man before one or two months or 
longer. The depth and extent of the wound to be 
scarred over are factors of influence. ScHAac« (Z). 


Rosentul, M. A.: The Etiology of Neurofibroma- 
tosis (Zur Aetiologie der Neurofibromatose). As- 
trachanski Med. Westnik., 1922, i, 144. 


The author gives a detailed description of the 
clinical picture and the histologic findings in the 
case of a 20-year-old woman with neurofibromatosis 
of the trunk, the flexor surfaces of the extremities, 
and the palms of the hands. The lesions included 
telangiectatic spots, freckles, simple warts, vitiligo, 
nevi plani, and fibromata mollusca and cavernosa 
of the most varied dimensions, up to the flap-shaped 
structures first described by Bruns as “‘elephantiasis 
neuromatodes.”” The latter, larger than apples, 
covered the right arm, the original site of the dis- 
ease, where a pigmented spot was present when the 
patient was born. When she was to years of age 
this spot began to grow like a tumor. At the age of 
19 years, when there was cessation of menstruation, 
the distribution was general. 

The patient was mentally dull. There was no 
pain. The uterus was infantile. The thyroid gland 
was enlarged. The adrenalin content of the urine 
was markedly diminished, but that of the blood was 
normal. The leucocytes were increased and showed 
70 per cent mononuclears. In the distal third of the 
right humerus there was pronounced bone atrophy 
(neurotrophic?); in the proximal part and in the 
forearm it was just beginning. 

As the result of organotherapy the general con- 
dition improved, the weight increased, and some of 
the telangiectatic fibromata disappeared. 

In the author’s opinion neurofibromatosis is due 
to a congenital pluriglandular anomaly or dysiunc- 
tion. The tumors arise in the perineural connective 
tissue, as Recklinghausen has already shown. The 
large number of Ehrlich’s mast cells confirms the 
assumption that a young granulation tissue is a 
factor. The part played by the nervous elements is 
passive. The growth is produced mainly by the 
neoplastic formation of blood vessels of the most 
varied sizes. Old mature tumors show dilated lymph 
vessels, some of which form hollow spaces. 

Von DER OSTEN-SACKEN (Z). 


Molotkoff, A. G.: The Pathogenesis of Trophoneu- 
rotic Skin and Bone Changes and a New At- 
tempt at Their Surgical Treatment (Die Patho- 
genese trophoneurotischer Haut-Knochenveraener- 
ungen und ein neuer Versuch ihrer chirurgischen 
Behandlung). Verhandl. d. Russ. Chir. Pirogoff Ges., 
Petrograd, 1922. 


The origin of trophoneurotic lesions is a probiem 
which has not been solved. The operative results 
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are not encouraging. Complete and_ permanent 
healing has been obtained only in superficial injuries 
of peripheral nerve trunks. 

The author is familiar with the hypothesis which 
maintains the existence of a special trophic nerve 
apparatus and special paths. This was first ad- 
vanced by Duplay and Morat in 1873 and recently 
revived by Pawloff, the physiologist. The following 
clinical data are adduced in its support: 

1. The absence of any dermal or skeletal trophic 
changes after complete, uncomplicated severance of 
a nerve trunk. 

2, The constantly observed grave trophic dis- 
turbances associated with nerve lesions character- 
ized by severe pain. This is best explained on the 
basis of a parallelism of the trophic and sensory 
nerve paths. 

3. The obstinate tendency toward delayed con- 
solidation or the formation of a pseudarthrosis in 
certain arm fractures in which the radial nerve is 
involved. Anatomical study of such cases led the 
author to conclude that the cause is an injury to a 
branch of the radial nerve entering the foramen nu- 
tritium. A fracture of the humerus which failed to 
unite two years after an accurate bone suture (neuro- 
trophic osteoporosis developing in the fragments) 
promptly united in six weeks after an analogous 
operation in which the degenerated radial nerve 
fibers were resected and a neurorrhaphy was per- 
formed. 

Further clinical proof was furnished by seven 
surgically treated cases of chronic skin ulcera- 
tion and bone suppuration, four due to tendon in- 


juries and the rest to other traumata, freezing, or 
infection. The site of injury was the cauda equina 
in two, the brachial plexus in one, and the tibial 


nerve in the popliteal fossa in one. Under aseptic 
conditions the nerve fibers were severed with a sharp 
scalpel proximal to the site of the lesion and the 
neuritis and with regard to the posterior nerve roots 
and the segmental projection of a given innervation 
area. Ulcerations which had resisted all local ther- 
apy for from eight months to four years then healed 
in from twelve to fifteen days. In one case of trophic 
ulcer of the heel of one and one-half years’ duration, 
which followed a simultaneous injury of the popliteal 
nerve and the femoral artery in Hunter’s canal, a 
most radical Leriche sympathectomy had been car- 
tied out, the artery being resected for 12cm. Heal- 
ing took place, however, only after neurotomy of the 
tibial branches of the sciatic nerve 7 cm. above the 
site of the injury. Sixty-five days later, in keeping 
with the usual rate of regeneration of about 1 mm. 
in twenty-four hours, continuity was re-established 
and the symptoms recurred. The ulcer healed again 
when the altered nerve endings were resected. 

The dystrophic process is of neuritic origin. The 
distribution of a pathologic irritation occurs in a 
centripetal direction. The point of origin is usually 
distal to the posterior roots. 

_The result of treatment, its degree, and its dura- 
tion depend upon the distance of the operative pro- 
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cedure from the centripetal neuritic process. <A fact 
of importance in this connection is that the severance 
of the nerves distal to the site of the injury had no 
effect upon the trophic ulcer of the foot, while the 
same procedure proximal to the injury resulted in 
rapid healing. 

The stages of healing of ulcer are characteristic. 
As early as the second day after operation a quan- 
tity of “laudable” pus (pus bonum) is exuded in- 
stead of the previous sanguinoserous secretion. New 
granulations are then formed, the callous borders 
desquamate, and epithelium spreads remarkably 
quickly, soon leading to epithelization and scar 
formation. 

In a case of ulcers of both feet, neurotomy of the 
most severely affected extremity was followed by 
healing in the foot not operated upon as well as in 
the foot treated. This suggested the presence of 
intracentral trophic anastomoses. 

Besides the primary trophoneurotic lesions, reac- 
tive processes, such as hypertrophy of the skin or 
nails, are frequently found in the neighborhood of 
the disease focus. These are not the result of a dis- 
turbance of nutrition, but due rather to positive 
nerve irritation. Both the trophic depressions and 
the accelerations occur in the paths of the spinal 
nerves. The sympathetic system may be irritated 
also reflexly, this leading to various vasomotor 
changes which must be differentiated from purely 
trophic changes. VON DER OsTEN-SACKEN (Z.) 


SYMPATHETIC NERVES 


Kappis, M.: The Etiology and Treatment of Per- 
forating Ulcer of the Foot, with Remarks on 
Sympathectomy (Ueber Ursache und Behand- 
lung des Malum perforans, mit Bemerkungen zur 
Frage der Sympathektomie). Alin. Wehnschr., 1922, 
i, 2558. 

Perforating ulcer of the foot is generally looked 
upon as a trophic ulcer. Its exact cause is still 
unknown in spite of many hypotheses. According 
to the most recent theory, that of Leriche and 
Bruening, a pathologic irritation from the site of 
nerve injury, particularly a neuroma, is trans- 
mitted to the spinal ganglion and the spinal cord 
where it releases a reflex and this reflex in part 
returns by way of the peri-arterial sympathetic 
tracts to the periphery, where it causes dilatation 
of the capillaries. 

According to the view of the author, a perforating 
ulcer of the foot is a decubitus developing in an 
anesthetic or hypesthetic area of tissue in which 
there are trophic disturbances. In the majority of 
cases the reason for the failure of such ulcers to heal 
must be sought in a fistula of the joint. As this 
fistula can heal only when the affected joint is 
extirpated, the operation of choice is resection of 
the joint. 

The author’s observations are based on thirty-one 
cases of perforating ulcer of the foot, including 
thirteen cases of injuries of peripheral nerves, four 
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cases of syringomyelia, five cases of tabes, three 
cases of syphilis, one case of spina bifida, one case 
of pes cavus (plus spina bifida occulta?), and four 
cases of indefinite diseases of the spinal cord. 

Ulcers of the heel appearing after injuries of the 
nerves are difficult to influence. The most impor- 
tant part of the treatment is restoration of the nerve 
conduction. In seven of nine cases of ulcer of the 
ball of the foot, the heads of the first and the fifth 
metatarsal bones were resected, whereupon the ulcer 
healed without a reaction. A new ulcer appeared 
over the head of the fourth metatarsal bone in four 
cases but, like the others, healed smoothly after 
resection. 

Of the sixteen patients with diseases of the spinal 
cord, nine were treated by resection or disarticula- 
tion of the toes. Healing resulted in every case. 
Particularly good results were obtained by resections 
in which the ulcer itself was not disturbed. An am- 
putation or disarticulation comes up for consider- 
ation only in cases of extensive destruction. 

The subcutaneous displacement of the sensory 
nerves of the skin advised by Nordmann seems to be 
worthy of recommendation. 

Flap plastics have not been successful up to the 
present time, and not much is to be expected from 
X-ray treatment. The author reports three cases 
which disprove the neuroma theory of Leriche and 
Bruening: 

Case 1. The patient sustained a gunshot wound 
of the sciatic nerve in 1915. In 1917, a perforating 
ulcer developed on the ball of the little toe. In 
April, 1918, a resection of the joint was followed by 
rapid healing. In May, 1918, a neuroma was re- 
moved and the nerve sutured. Six months later a 
new ulcer appeared over the ball of the fourth toe, 
but after the expulsion of a sequestrum, healed 
spontaneously. 

Case 2. The patient sustained a gunshot wound 
of the sciatic nerve in July, 1918. Nerve suture was 
done in August, 1918. Subsequently an ulcer as 
large as the palm of the hand appeared on the heel, 
but gradually healed. 

Case 3. In 1919, division of the tibial nerve was 
followed by an ulcer of the heel. In 1920, the 
neuroma was removed and the nerve was sutured. 
The ulcer did not heal, but it cannot be denied that 
— favors the development of a perforating 
ulcer. 

The author treated four cases of perforating ulcer 
by peri-arterial sympathectomy of the femoral 
artery. In two, a good result was obtained. In a 
case of glaucoma, a sympathectomy performed on 
the common carotid artery was successful. 

WOoHLGEMUTH (Z). 


Schamoff, W. N.: Peri-Arterial Sympathectomy in 
Spontaneous Gangrene (Zur Frage der periar- 
teriellen Sympathektomie bei Spontangangraen). 
Wesinik Chir. i pogran. oblastei, 1922, i, 183. 


In spontaneous gangrene two operations are 
recommended to improve the blood supply of the 


diseased limb: (1) arteriovenous anastomosis by 
Wieting’s technique and (2) ligature of the vein 
by Oppel’s method. The author has performed 
Leriche’s excision of the peri-arterial sympathic 
plexus in fifteen cases of spontaneous gangrene, 
This operation results in enlargement of the vessel, 
improvement in the blood supply, and an increase 
in the blood pressure which in a number of cases led 
to cicatrization of the necrosed part. 

Schamoff reports the case of a man 30 years of 
age who had gangrene of the toes of both feet. 
Pulsation was absent in both popliteal arteries. The 
blood pressure was 20 mm. on the left side and 4o 
mm. on the right. The gangrenous ulcerations were 
more extensive on the left foot. Peri-arterial 
sympathectomy was performed on the left leg, and, 
for purposes of comparison, ligation of the popliteal 
vein by Oppel’s method on the right. In the left 
leg healing of the ulcerations occurred in sixteen 
days, but the right leg showed no change. The 
patient is now able to walk on the left leg without 
discomfort. 

In the discussion of this paper Oppel stated that 
he severs the sciatic nerve because this nerve con- 
tains most of the sympathetic fibers. 

Lissizyn stated that in estimating the value 
of Leriche’s operation it must be borne in mind that 
in the removal of the arterial adventitia the circuit 
through collateral sympathetic fibers is permanently 
interrupted. 

Hesse reported that he has had only temporary 
success with section of the sciatic nerve in cases of 
neuropathic ulceration. 

According to Krawkoff, section of the sciatic 
nerve may cause a vasodilation of only short 
duration. ScHAACK (Z). 


MISCELLANEOUS 


Keegan, J. J., and Riddell, T. E.: Lumbar Spinal 
Puncture and Cisternal Puncture. Nebraska 
State M. J., 1923, viii, 129. 

The technique of cisternal puncture is not 
difficult and has advantages over spinal puncture 
especially in dispensary work. 

An 18-gauge lumbar puncture needle is inserted 
in the neck, directly over the prominent spine of the 
second cervical vertebra, directed upward in the 
midline toward the level of the external auditory 
meatus, and into the dense occipito-atlantal liga- 
ment between the occipital bone and the first cer- 
vical vertebra. It then enters the subarachnoid fluid 
space in the angle between the cerebellum and the 
medulla—the cisterna magna. The distance from 
the skin to this fluid space varies from 3 to 6 cm. 
Small file marks on the needle serve as a guide, and 
a guard prevents plunging beyond a reasonable and 
safe depth. 

Two hundred cisternal punctures were done by the 
authors without serious consequences and with 
complete freedom from severe headaches. ‘The 
patients arose immediately after the puncture and 
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returned to their usual activity. The most common 
complaint was moderate soreness or stiffness at the 
site of the puncture. 

Cisternal puncture is indicated especially in 
spinal subarachnoidal block due to inflammatory 
exudate. H. W. Fryx, M.D. 


Ingvar, S.: On the Danger of Leakage of the Cere- 
brospinal Fluid After Lumbar Puncture. Acta 
med. Scand., 1923, lviii, 67. 

The author reports three deaths following spinal 
puncture, two of which presented intracranial tu- 
mors, and the third a chronic internal hydrocephalus. 
A critical review of the literature is given with a 
discussion of the various theories advanced to ac- 
count for the distressing symptoms (chiefly head- 
ache) which may follow this operation. 

Largely from a theoretical point of view and a 
consideration of the physiological data bearing on 
the origin of the spinal fluid and its pressure with 
relation to that in the epidural venous plexus, it is 
concluded that headache results from leakage of the 
spinal fluid through the dural wound into the epi- 
dural space. This leakage is favored by the erect 
position and muscular effort. In cases of tumor 
of the brain it may permit the bulb and posterior 
cerebellar area to plug down into the foramen mag- 
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num, and when this occurs, the outlets of the fourth 
ventricle may become closed and an internal hydro- 
cephalus may form, which will further increase the 
pressure on the bulb. 

From these considerations the author recommends 
that spinal puncture be done in the recumbent posi- 
tion, with as small a needle as is practicable, and the 
patient kept in bed at least forty-eight hours after- 
ward. If the symptoms indicate plugging of the 
bulb into the foramen magnum with a secondary 
internal hydrocephalus, intravenous or intra-intesti- 
nal injections of hypertonic salt solution may be 
given for resorption of the ventricular fluid. 

P. R. Bititincstey, M.D. 


Jacobaeus, H. C., and Frumerie, K.: Leak- 
age of Spinal Fluid After Lumbar Puncture 
and Its Treatment. Acta med. Scand., 1923, lviii, 
102. 


The authors report two cases of diagnostic spinal 
puncture in which this procedure was followed by 
severe headache. The treatment consisted of the 
intraspinal injection of normal saline solution until 
the manometer showed the pressure to be normal, 
and subsequent elevation of the foot of the bed. 
Relief of the symptoms followed in a few hours. 

P. R. M.D. 
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CHEST WALL AND BREAST 


Berry, J. A.: Suppurative Arthritis Simulating 
Acute Appendicitis. Lancet, 1923, cciv, 486. 


The author reports a case of suppurative arthritis 
of the eleventh costovertebral articulation on the 
right side. 

The patient, a girl of 9 years, gave a history of 
bronchitis, measles, whooping-cough, and scarlet 
fever. Since the age of 7 years she had had numerous 
whitlows and a large abscess in the right groin. 

After a fall on February 27, 1921, she complained 
of pain in the right hip, but the next day this dis- 
appeared. On March 1 she returned from school be- 
cause of a “‘shivering attack.’”’ On March 2 she had 
pain in the abdomen and her temperature was 1o1 
degrees F. 

Physical examination revealed tenderness in the 
right loin and over the right ilium. The temperature 
rose to 103 degrees F. and complaint was made of 
tenderness over the right iliac fossa and the lower 
ribs on the right side. 

The entire right side of the abdomen was rigid and 
tender. The thigh was slightly flexed and internally 
rotated. The right erector spine muscles were spas- 
tic. The hip joint was normal. Examination of the 
pelvis, urine, and lungs was negative. The reflexes 
were slightly exaggerated. Osteomyelitis of the spine 
was ruled out by the absence of pain in the spine. 

Appendectomy proved the appendix to be normal. 
On March 4, after the operation, the child became 
worse. On the night of March 5, her temperature 
rose to 105 degrees F. Death occurred March 7. 

Postmortem examination showed a pure growth 
of staphylococcus aureus in the lungs and pleural 
cavities. Numerous colonies of staphylococci were 
found in the pleural cavities. The appendix stump 
and the hip joint, brain, and spinal cord were normal. 

Upon removal of the pleura of the right side, the 
anterior part of the eleventh costovertebral joint 
was found to be eroded and the intercostal space 
above and below showed pus. Examination revealed 
Gram-positive cocci; culture gave streptococcus 
longus. The eleventh vertebra was normal. The 
middle costotransverse ligament on the right side 
had been partially separated by the pus. 

In a review of the literature no similar case was 
found. Joun Mitcuett, M.D. 


Bloodgood, J. C.: The Clinical Picture of Dilated 
Ducts Beneath the Nipple Frequently to Be 
Palpated as a Doughy, Worm-Like Mass; the 
Varicocele Tumor of the Breast. Surg., Gynec. & 
Obst., 1923, Xxxvi, 486. 


Bloodgood finds that in the last few years the 
relative number of benign and malignant tumors 


of the breast has changed as compared with the 
decade ending in 1900. In looking over the figures 
for the ten years previous to 1900, he found that 
operation not indicated in less than 2 per cent and 
the tumor was benign in only about 1o per cent, 
In the last 100 cases examined by him the clinical 
picture was such that operation was postponed in 
over 50 per cent, and in the majority of cases was 
not performed. In more than 25 per cent of the re- 
mainder the growths were benign. 

The condition described in this article may be 
classified with chronic cystic mastitis. When the 
dilated ducts are situated in the nipple zone, a 
doughy worm-like mass beneath the nipple is felt 
on palpation. Exploration reveals large and small 
dilated ducts with a distinct wall which contain 
brown, green, milky, or cream-like material of vari- 
ous degrees of viscosity. When the tumor occurs 
in a zone of the breast outside the nipple area, it 
feels like a diffuse mastitis, but has not the distinct 
edge or border of the diffuse non-encapsulated 
cystic adenoma. 

Dilated ducts within the nipple zone may give 
no evidences of their presence by pain, discharge 
from the nipple, retraction of the nipple, or palpable 
tumor. As there is no relation between this condition 
and malignancy there is no indication for operation 
if nothing is to be made out on palpation but a 
single or multiple doughy worm-like mass beneath 
one or both nipples. 

Unfortunately, dilatation of the ducts beneath 
the nipple may be associated with palpable tumors 
of a different character and, in addition, there may 
be retraction or fixation of the nipple, dimpling, or 
fixation of the skin. In some instances the clinical pic- 
ture so strongly suggests cancer that it seems only 
proper to perform the complete operation for cancer 
without exploration. In a few instances the re-active 
mastitis (periductal) is so marked that the tumor 
beneath the nipple has the induration suggestive 
of malignancy, and when it is explored, cuts and 
looks like cancer, the inflammatory tissue having 
become obliterated and having emptied the ducts. 
A few cases assume the picture of an abscess beneath 
the nipple and areola due to infection of a dilated 
duct, and in a very few cases the area is outside the 
nipple zone, the clinical picture closely resembling 
that of cancer. 

Of the twenty-six cases of diffuse dilatation of the 
ducts situated beneath the nipple which are con- 
sidered in this paper, fourteen are classed as clin- 
ically benign and nine as malignant, while in three 
the palpable tumor resembled an abscess. Blood- 
good regards this type of dilatation of the ducts as a 
type of senile breast. It is most common after the 
age of 45 years, and the subjects are usually at the 
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menopause or have passed it. It has been observed 
in women who have never borne children and in 
those who have lactated once or more often without 
trouble. Trauma is not an important factor. As a 
rule the patient consults the physician soon after 
the onset because of pain or tenderness in the 
breast or a discharge from the nipple. The con- 
dition may have an acute onset which may sub- 
side, leaving the palpable worm-like tumor, or go 
on to abscess formation. The most important point 
in the diagnosis is the palpation of one or more 
doughy worm-like masses beneath the nipple. 
Experience seems to show that when the lesion can 
be recognized, operation is not indicated, but that 
when there is a definite picture of malignancy, either 
exploration or complete extirpation must be per- 
formed. McMicken Hancuetr, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Gast, W.: Bronchial Fistulz (Ueber Bronchialfisteln). 
Deutsche Ztschr. f. Chir., 1922, clxxv, 219. 


Bronchial fistula are caused by trauma or in- 
flammation. The distinction is made between 
“internal” and “external” fistulae, and “lip” and 
“cavity” fistula, terms indicative of the etiology. 
Reference is made to retrograde breathing and the 
possibility of proving the presence of fistula by sim- 
ple physical methods. Stress is laid upon aphonia in 
some cases. Occasionally these fistula heal spon- 
taneously. In cases without retention of secretion 
operative measures are indicated. Reference is 
made to individual methods of operative closure, 
and to the indication for the establishment of an 
artificial fistula in cases of inoperable tumors of the 
intrathoracic air passages (Glud’s fistula.) 

Eight cases observed in the Leipzig Clinic are 
reported. Jeun (Z). 


Breccia, G.: Pleural Pressure and Lung Collapse in 
Artificial Pneumothorax (Pressure pleurica e 
collasso polmonare nel pneumotorace artificale). 
Policlin., Rome, 1923, Xxx, sez. med., 89. 


In his previous publications on artificial pneu- 
mothorax Breccia followed Forlanini’s dictum, al- 
wiys maintaining that it is necessary to immobi- 
lize the lung. In practice, however, this is only 
rarely possible. Instead of an absolute collapse and 
a complete pneumothorax there is often only a “‘suf- 
ficient” collapse and a “‘sufficient”’ pneumothorax 
to mitigate the morbid syndrome. 

In every case there is a certain optimum point of 
pulmonary compression which corresponds to a 
more or less complete collapse. In some cases this 
may be obtained at a pleural pressure even mani- 
festly negative. Above and below this critical point 
the favorable action of the pneumothorax ceases 
and the phenomena of intolerance appear. There- 
fore Breccia now believes that the best rule to 
follow is to employ the minimum pleural pressure 
which will maintain the best pulmonary collapse. 
W. A. BRENNAN. 
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Josefson, A.: Primary Cancer of the Pleura in 
Man and Wife. Acta med. Scand., 1923, supp. iii, 
159. 

It is believed by many that the cause of carcinoma 
is not a condition in the cell itself, but some kind of 
germ infection. The author reports an instance of 
the occurrence of primary cancer of the pleura in 
man and wife. The man, who was 55 years of age, 
had suffered from attacks of gout but had never had 
syphilis. Complaint was made of shortness of breath. 
The clinical diagnosis was pleural effusion on the 
right side. Tapping was done on three occasions. 
At first the fluid was only slightly blood-stained but 
later contained considerable blood. X-ray exam- 
ination showed a compact shadow in the lower two- 
thirds of the right lung. About a year later, meta- 
static tumors were found on the ribs and in the 
region of the gall-bladder. At about the same time 
the patient coughed up a concretion. Subsequently 
herpes zoster developed on the right side of the 
thorax. The patient died after an illness lasting 
sixteen months. 

The man’s wife consulted the author nine years 
later, at the age of 62. Examination revealed a large 
pleural effusion on the right side. On tapping, this 
yielded almost 2 liters of highly blood-stained fluid. 
Microscopic examination showed the exudate to 
contain large masses of cells. X-ray examination 
confirmed the diagnosis of pleural cancer. Fifteen 
years previously the patient had had erythema 
nodosum, and six years later herpes zoster on the 
right arm. The patient died during an attack of 
influenza. 

Postmortem examination showed a primary can- 
cer of the right pleura with metastases in the great 
omentum, the peritoneum, and the retroperitoneal 
lymphatic glands. Histological examination con- 
firmed the diagnosis and showed numerous large 
cells with the chromatin arranged in stellar form 
within a lighter zone. H. W. Fixx, M.D. 


Montenegro, V.: Malignant Tumors of the Lung 
(Sobre tumores malignos del poumén). Prog. de 
la clin., Madrid, 1923, xxv, 39. 


Montenegro reports the methods by which he 
was able to exclude all other conditions except a 
malignant tumor of the lung in a man of 72 years. 
The principle symptoms were a loss of 10 kgm. in 
weight during the previous six months, the ex- 
pectoration of blood, and occasional fever. The 
X-ray showed a mediastinal shadow extending 
principally toward the upper part of the right lung. 
In the lower part of this lung and in the other lung 
the invasion was less advanced. The picture sug- 
gested a lymphosarcoma originating in the medias- 
tinal glands and extending by the lymphatics to the 
lung and pleura. 

Palliative treatment was given. Thoracic pain, 
which was absent at the first examination, developed 
later. Death was preceded by oedema of the lower 
limbs and the symptoms of cerebral excitation. 
W. A. BRENNAN, 
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HEART AND PERICARDIUM 


Burian, F.: Operation in Two Cases of Cardiac 
Wounds (Zwei operierte Herzverletzungen). Casop. 
lék. Eesk., 1922, Ixi, 585. 

Case 1. The patient, an 11-year-old girl, collided 
with the edge of a desk and in doing so drove into 
her chest a needle she had run in the front of her 
dress. At operation four hours after the injury the 
cartilage of the sixth rib was resected and a 3-cm. 
opening was made in the pericardium. The needle 
was found sticking in the wall of the right chamber. 
The puncture wound did not bleed even after 
extraction. The removal of the needle was followed 
by suture of all layers without drainage. The pa- 
tient made an uneventful recovery. 

Case 2. The patient was a 26-year-old man who 
injured a branch of the left coronary artery in an 
attempt at suicide. At operation two hours after 
the injury a flap with its base outward was made 
over the third, fourth, and fifth ribs. The pleura 
was found to have been pierced and the pleural 
cavity was full of blood. The pericardium was 
greatly distended and black. At the left border was 
an opening 1 cm. broad, from which a blood clot 
protruded. On the removal of this clot, profuse 
hemorrhage occurred. The opening was rapidly 
enlarged. The puncture wound of the heart was 8 
mm. long but involved only the upper layers of 
muscle fibers. The branch arising from the left 
coronary artery had been severed at the juncture 


of its middle and upper thirds. Catgut ligation was 
followed by suture of all layers without drainage. 
The wound healed by primary intention, but after 
the operation there were anginal attacks caused per. 
haps by anemia of an area of heart muscle or a dis. 
turbance of conduction. Kinpi (2). 


CESOPHAGUS AND MEDIASTINUM 


McKinney, R.: Some Phases of sophageal Steno- 
sis. Ann. Otol., Rhinol. & Laryngol., 1922, xxxi, 977. 


Chronic stenosis of the cesophagus may develop 
from a spasm due to local irritation resulting in 
thickening of the cesophageal walls. This stenosis 
may prove dangerous to life and yet may be non- 
malignant. The author considers that direct exa- 
mination of the stenosis through the cesophagoscope 
is essential to determine its character. He reports 
four cases to illustrate the diagnosis of benign 
cesophageal stenosis with the cesophagoscope and 
the local treatment. 

In one case of fourteen years’ duration the stenosis 
was diagnosed as benign and dilated through an 
cesophagoscope. In the second case, which also was 
diagnosed as a benign stenosis, the irritative lesion 
proved to be luetic involvement of the cardiac end 
of the stomach with ulceration of the stomach. In 
the third case there was probably an associated 
neurosis. In the fourth case the stenosis was caused 
by pressure from a pulsion diverticulum of the 
cesophagus. Watter C. Burket, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Hey Groves, E. W.: A Note on the Operation for the 
Radical Cure of Femoral Hernia. Brit. J. Surg., 
1923, X, 529. 

The author reports in detail a series of twenty-two 
cases. The advantages of the combined femoral and 
inguinal operation are enumerated as follows: 

1. In cases of strangulated hernia, it gives ample 
room to deal with the damaged bowel and, if neces- 
sary, to perform a resection. 

2. It has all the advantages of an inguinal ap- 
proach, i.e., the possibility of closing the femoral 
canal from above without the necessity of dragging 
up the hernial sac through the femoral canal. 

3. It allows the suturing of the conjoined tendon 
to Cooper’s ligament with great precision, unhin- 
dered by the overlying Poupart’s ligament. 

4. Poupart’s ligament, being freed from tension, 
can be snugly sutured as an extra covering over the 
line of suture between the conjoined tendon and 
Cooper’s ligament. 

There has been no recurrence in the author’s cases. 

E. C. RopitsHex, M.D. 


Erdman, S.: Inguinal Hernia in the Male. Ann. 
Surg., 1923, Ixxvii, 171. 


This article is based on 1,093 cases of elective 
operations for inguinal hernia performed by nineteen 
surgeons. Of these, 89.5 per cent have been followed 
to determine the late results. Of the latter group 
6.7 per cent had recurrences. 


TABLE I 
Operations Recurrence 
Type No. No. Percent 
Oblique 21 3-15 
Direct 52 16.61 


73 7.46 


TABLE II-TIME OF RECURRENCE FOLLOWING OPERA- 
TION IN 978 TRACED CASES 


Total 


Recurrence first noted within 2 Yrs. 


Operations 


| Be- | Be- | Be- 

/ithin| tween | tween | twee er 
Type | No. 6 mos.| 6-12 | 12-18 | 18-24 cent 
mos. mos. 


Oblique. 665 21 10 6 2 95.2 
Direct . 313 52 25 13 4 100 


08.6 


Total. . 078 73 35 10 6 


_ Several causes for early recurrence became evident 
in the series studied. These were as follows: 

_ 1. Direct sac overlooked at operation. In five 
instances the operator stated that no sac was found, 
but within three months a definite hernia was 


present. All five failures occurred in cases diagnosed 
as bilateral direct hernia. The author’s experience 
indicates that in such cases the peritoneum should 
be opened and the slack taken up, even if no definite 
sac is recognized. 

2. Incomplete repair because of the patient’s 
poor physical condition. 

3. Postoperative accident. 

The mortality was 0.32 per cent. Only one of 
the deaths was due to wound infection. The two 
others were caused by pneumonia and what appeared 
to be an embolus. Bilateral hernia was present in 
about 37 per cent of the cases, and in the follow-up 
records it was found that a bilateral hernia developed 
eventually in 37 per cent. Oblique hernia was 
bilateral in 26 per cent of the cases, and direct 
hernia was bilateral in69 per cent. The combination, 
direct-indirect hernia, was bilateral in 63 per cent. 
These are sub-percentages of the bilateral group. 

The Bassini operation was used for nearly all 
patients over 20 years of age. For many of those 
who were younger, the Ferguson non-transplanta- 
tion method was used. This method seemed satis- 
factory when the musculature was good and the 
hernia small. The importance of high ligation of 
the sac is mentioned. Twenty-five per cent of the 
cases had direct hernia and in most of these the 
conjointed tendon was not recognizable. It is 
believed that in cases of direct hernia the cord should 
always be transplanted, and firm and deep closure 
of the weak triangle of Hesselbach should be done. 

Of fifty-two cases of operation for recurrent in- 
guinal hernia which were traced, 23 per cent had a 
recurrence. 

The femoral vein was injured with the needle once, 
but a lateral ligature was applied and recovery was 
uneventful. In one instance an adherent small 
intestine was opened and despite immediate suture 
the wound became infected and the hernia recurred. 
The vas deferens was divided in six cases but 
without subsequent ill effect. 

In seventy-seven early cases an appendectomy 
was done through the hernia incision, but this prac- 
tice was discontinued as a routine procedure because 
of the danger of hemorrhage or infection due to 
inadequate exposure. 

Non-descent of the testes was found in twenty 
cases. All of these were treated by the Bevan 
method. In three, the results were good, but in the 
remainder the testes remained in the upper third of 
the scrotum, and in eleven they failed to increase in 
size. Orchidectomy was performed five times. 

Division of the deep epigastric vessels was prac- 
ticed in twenty-three cases in which the hernia was 
of the saddle-back direct-indirect type saddled 
across the epigastric vessels with a wide-mouth sac. 
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TABLE III—THE RESULTS OF DIFFERENT TYPES OF 
OPERATION IN 978 TRACED CASES 


Oblique hernia Direct hernia 

Type of Recurrences Recurrences 

tions | No, | Per | tions | No, | Per 

cent cent 

532 17 5.8 185 20 15.67 
Bassini with rectus... ... 13 ° 35 4 11.40 
Cord not transplanted. ..| 112 3 2.67 25 28.00 

Extra-aponeurotic _trans- 

plant of cord......... 8 I 12.5 64 10 | 15.62 
Atypical repair.......... ° ° 4 2 | 50.00 
Total 665 20 3.0 | 313 52 16.61 


In 21 per cent of these the condition recurred, and 
in one case death resulted from pulmonary embolism. 

The average stay in the hospital in cases of 
oblique hernia was 13.7 days, while in cases of direct 
hernia it was 15.8 days. Recurrences developed in 
10.9 per cent of the infected cases. Scrotal tume- 
faction occurred in 13 per cent, but in very few 
following operation for direct hernia. 

Dennis W. Crite, M.D. 


Fraser, F.: The Principles of the Surgical Treat- 
ment of Infection of the Peritoneum. Bristol 
M.-Chir. J., 1923, xl, 29. 

The author contrasts the treatment of peritonitis 
twenty-five years ago with the present method. 

Formerly, the belief that the peritoneum had 
little power of resisting or controlling infection and 
that intestines whose peritoneal coat was inflamed 
tended to become paralyzed and, unless stimulated 
by artificial means, distended to a condition of acute 
obstruction, led to the adoption of the following 
technique: removal, when possible, of the main 
source of the sepsis; cleansing of the peritoneal 
cavity by washing; drainage by tubes or other 
mechanical means; the administration of purgatives; 
and abstinence from morphine. 

Today, the practice advocated is based upon the 
principle of rest to inflamed structures and the be- 
lief that the peritoneum will be able to resist and 
control infection if the main source of sepsis is re- 
moved. The peritoneum is seldom washed or drained, 
purgatives are not administered, and morphine is 
given. 

When bacteria gain access to the peritoneal cavity 
there is a rapid and copious protective effusion 
containing phagocytic cells which destroy the bac- 
teria. A fine layer of fibrin forms over the intestinal 
surfaces which walls off the infection and protects 
the endothelium from the action of toxins. Irriga- 
tion destroys this protective membrane and does 
not reach every part of the peritoneum. Since lavage 
has been discontinued the mortality of peritonitis 
has greatly decreased. 

The following conditions indicate the introduction 
of a drain into the peritoneal cavity for a short time: 
free oozing at the operative site which cannot be 
completely stopped; drainage at the point of ex- 
pected leakage of a viscus (bile may discharge if a 
ligature cuts through a softened cystic duct after 
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the removal of a gangrenuos gall-bladder); loca). 
ized abscess cavity; and drainage of a primary focys 
of infection not removed. 7 
Rest to the intestines and peritoneum may 
secured by the administration of morphine ang 
abstinence from food. The author docs not fing 
that morphine induces paralytic ileus.  Flatulen; 
distention is easily relieved by means of a flatys 
tube or by enema and pituitrin. 
WALTER C. Burkert, MD, 


Arai, K.: Experimental Investigations on the Gas. 
tro-Intestinal Movements in Acute Peritonitis 
(Experimentelle Untersuchung ueber die Magen. 
Darmbewegungen bei akuter Peritonitis). Arch. 
exper. Path. u. Pharmakol., 1922, xciv, 149. : 


Arai found that the intraperitoneal injection inty 
cats of 0.5 c.cm. of a 2 per cent solution of Lugo!’ 
iodine solution per kilogram of body weight pr. 
duced a typical serofibrinous peritonitis character. 
ized not only pathologico-anatomically but aly 
roentgenologically by marked regularity in its 
course. The disease reached its maximum between 
forty-eight and seventy-two hours, and spontaneous 
healing occurred after a week. Slight adhesions 
appeared most distinctly forty-eight and seventy- 
two hours after the injection of iodine and disap. 
peared completely after about five days. 

The results of intraperitoneal injection of turpes- 
tine were less constant. A fatal dosage caused « 
typical hemorrhagic peritonitis, but smaller doses 
were followed by a serous peritonitis or hyperemia 
of the omentum. After repeated injections an asep- 
tic, suppurative peritonitis resulted in only one case. 

On the intraperitoneal injection of twenty-four- 
hour cultures of staphylococcus aureus, streptococ- 
cus pyogenes, or bacillus coli in fatal doses, all of the 
animals showed at the most a hyperamia of the 
omentum, but the injection of 0.5 c.cm. per kilogram 
body-weight of a mixture of cultures of staphylococe 
and bacillus coli caused severe changes in the peri- 
_— cavity. Thirty per cent of all the animal 

ied. 

A marked retardation of the gastro-intestina 
movement was demonstrable roentgenologically in 
iodine, turpentine, and bacterial peritonitis. On sur- 
viving rabbit intestine Lugol’s solution acted as « 
stimulant. After the division of all the branches 0 
the splanchnic nerve in healthy animals and thos 
with peritonitis the emptying of the gastro-intestina 
tract became more rapid. The therapeutic effect 
of cholin on gastro-intestinal paresis was «also de 
monstrable in bacterial peritonitis. Riever (Z). 


GASTRO-INTESTINAL TRACT 


Still, G. F.: Congenital Hypertrophy of the Pylorus. 
Brit. M. J., 1923, i, §79. 


The author’s experience with congenital pylori 
stenosis covers a period of twenty-four years and é 
total of 248 cases. In this article he summarizes the 


findings in these cases and reviews the treatment. 
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Of the 248 patients, only thirty-seven were fe- 
males. In about 50 per cent of the cases the child 
was the first-born. In four instances there were two 
cases in the same family. The vast majority of cases 
have their onset within the first six weeks of life. 
The most important symptoms are persistent vomit- 
ing, constipation, and loss of weight. Visible peri- 
stalsis and an abdominal tumor are always present. 
In 225 treated cases there were 156 recoveries and 
sixty-nine deaths. 

During the past twenty-four years the treatment 
has undergone many changes. The author has seen 
a few cases in which the tumor and visible peristalsis 
disappeared spontaneously under a simple dietary 
régime. Of seventy-eight patients treated by gastric 
lavage, forty-three recovered and thirty-five died. 
Such cases are instructive as to the spasmodic origin 
of the hypertrophy. 

With regard to the operative treatment the author 
states that the Rammstedt operation is simple, 
rapid, and exceedingly efficient, but has a consider- 
able mortality. In twenty-eight cases in which this 
operation was performed there were eleven deaths 
from hemorrhage, shock, or collapse. The author 
has therefore abandoned the procedure in his own 
practice and is now using the operation of forcible 
dilatation. In forty-six cases treated thus in the past 
eight years there was only one death. The low mor- 
tality Still attributes more to the skill of the surgeon 
who performed the operations for him than to the 
operation itself. H. W. Fivx, M.D. 


Karatygin, W. M.: Syphilis of the Stomach (Zur 
Frage der Magensyphilis). Sibirski Med. J., 1922, 
135: 

The author reviews 105 cases. Gummatous and 
sclero-gummatous infiltrations of the stomach usu- 
ally develop in the submucosa, generally form cir- 
cumscribed tumors, and are rarely of a diffuse 
character. The following stages of the process 
should be differentiated: infiltration, ulceration, and 
cicatrization. 

Histologically, gummatous infiltrations consist of 
connective tissue profusely infiltrated by arterial, 
venous, and capillary vessels filled with blood and 
a large number of lymphoid cells which are often 
grouped in small islets in the granulation tissue. 
Such gummatous infiltrations become soft, the 
mucous membrane is broken through, and an ulcer 
forms with infiltrating borders of gummatous tissue. 

A primary gastric ulcer may also arise as a result of 
the vascular change caused by the syphilis, chiefly 
through perivascular cellular infiltration. This ul- 
cer is in no way distinguishable from the ordinary 
round ulcer. 

Clinically, syphilis of the stomach runs its course 
as: (1) a chronic syphilitic gastritis which differs 
little from the ordinary chronic gastritis except that 
it is refractory to every non-specific form of treat- 
ment; (2) a gastric ulcer—the most frequent form; 
according to some statistics 20 per cent of all gastric 
ulcers are syphilitic ulcers—with characteristic pain 
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at night; (3) a neoplasm, which is usually inter- 
preted as carcinoma; and (4) an infiltration which 
causes pyloric stenosis. Specific treatment leads to a 
rapid cure in syphilis of the stomach. 

The author reports a case characterized by severe 
gastric symptoms, severe pain, frequent vomiting, 
and emaciation. On gastric analysis, the gastric 
juice of the fasting stomach was of the character 
of a sero-purulent exudate and consisted exclusively 
of pus cells (100 and more in a microscopic field). 
Hydrochloric acid was absent. As a phlegmonous 
gastritis could be excluded, the author believes the 
condition was an ulcerating process complicated by 
suppurative inflammation. The Wassermann re- 
action was 4+. Syphilis was suggested also by nodu- 
lar formations in the liver and scars on the leg. 
Specific treatment with neosalvarsan and potassium 
iodide caused rapid improvement. Grecory (Z). 


Payr, E.: Old and New Aids in the Differentiation 
of Ulcer and Cancer of the Stomach (Altes und 
Neues zur Unterscheidung von Ulcustumor und 
Krebs am Magen). Zentralbl. f. Chir., 1922, xlix, 
17006. 

The differentiation between ulcer and carcinoma 
is often not easy, even when the stomach is ex- 
posed, but is of great importance with regard to 
the choice of operation. 

In cases of ulcer there is an active arterial reac- 
tion, while in cases of cancer the dull color of the 
dilated veins predominates. Ulcers as a rule are 
without sharply defined borders, their hardness de- 
creasing gradually, and during the operation an 
ulcer becomes softer after ligation of the afferent and 
efferent vessels in the small and large omentum, 
while cancer remains unchanged. 

In cases of ulcer, extension into the surrounding 
tissues occurs earlier and is more intensive than in 
cases of cancer. In cases of pyloric cancer which 
has not yet extended to the serosa the longitudinal 
muscle fibers are spread apart by the tumor extend- 
ing through the pylorus and become visible as par- 
allel fibrous bands on the surface of the stomach. 

When, in cases of ulcer with a deep, smooth cavity, 
the opposite normal wall of the stomach is pressed 
in with the tip of the finger, the mucous membrane 
remains adherent in the ulcerous depression until 
the next muscle contraction. In cases of ulcerous 
cancer with its irregular, ragged, shallow crater this 
occurs very seldom. 

In cases of ulcer the mesocolon fold is occasionally 
stretched out flat and adherent to the stomach, but 
its folds are not joined together by neoplastic in- 
filtrations as is often the case in cancer. 

The network of lymph vessels which sometimes 
becomes visible in cases of ulcer as the result of stasis 
must be differentiated from the lymph-vessel car- 
cinomatosis which is frequently found in cases of 
cancer. In the latter, fine granules and a paste-like 
substance can be scraped out with the knife, while 
in the former an incision releases a whitish fluid. 

Von TAPPEINER (Z). 
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Muller, E.: Ulcer of the Stomach as a Cause of 
Fever (Ulcus ventriculi als Fieberursache). Mitt. 
a. d. Grenzgeb. d. Med. u. Chir., 1922, XXxv, 453. 


A man 45 years of age, who had been treated 
previously for catarrh of the stomach and intestines, 
suffered with several chills, swelling, tenderness on 
pressure of the liver, and pleurisy with a sterile, 
serosanguinous exudate. The X-ray showed ste- 
nosis of the pylorus and greatly decreased gastric 
motility. 

Operation revealed a tumor the size of a chestnut 
and metastases in the liver. A diagnosis of cancer 
was made. On account of the stenosis, a broad 
gastro-enterostomy was done. 

After the operation the temperature was only 
slightly above normal for fourteen days, and sub- 
sequently was entirely normal. Within a year, the 
patient had gained 16.7 kgm. 

From the disease picture the author concludes 
that without doubt this was a case of gastric ulcer 
rather than gastric cancer; that the metastases in 
the liver were metastatic abscesses; and that the 
latter were responsible for the exudate in the right 
pleura. He believes the stenosis of the pylorus 
caused increased gastric peristalsis which forced 
bacteria into the portal system exposed by the ulcer. 
These in turn caused the chills and the multiple 
abscesses and enlargement of the liver. After the 
gastro-enterostomy, when the introduction of bac- 
teria into the portal system ceased, the liver re- 
turned to its normal size and the multiple abscesses 
became healed. Krnpt (Z). 


Finsterer, H.: The Surgical Treatment of Ulcer 
of the Stomach and Duodenum. Surg., Gynec. 
& Obst., 1923, Xxxvi, 454. 


Finsterer has favored radical resection of the 
stomach in the treatment of gastric and duodenal 
ulcers for many years. The end-results of this 
method are far better than those of simple gastro- 
jejunostomy. From 1914 to date he has performed 
only forty gastro-enterostomies as compared with 
427 resections. All acute ulcers should receive 
medical treatment. Many will heal spontaneously. 
Patients with acute perforating ulcers require im- 
mediate surgical treatment and can stand resection 
only in the first few hours after the perforation. 

Bleeding duodenal ulcers which cannot be re- 
sected are usually treated by ligation of the pylorus 
with posterior gastro-enterostomy. To control the 
hemorrhage, pressure is made with a tampon on the 
anterior duodenal wall. 

The author employs splanchnic anesthesia. His 
method is as follows: 

A preliminary hypodermic of morphine is given 
and followed by the induction of local anzsthesia 
of the abdominal wall and peritoneum with 0.5 
per cent novocaine. The space between the liver 
and stomach is exposed and the needle inserted 
above the coeliac trunk over the guiding finger which 
separates the aorta and vena cava. Into the soft 
tissues overlying the twelfth vertebra 50 to 70 


c.cm. of a 0.5 per cent novocaine solution are jp. 
jected. When dense adhesions are present the lesser 
omentum is injected as well as the base of the 
mesocolon. It is essential to determine accurately 
the extent of the ulcer and to follow the choledochys 
from the juncture of the cystic duct to the ampulla of 
Vater. To remove the greater part of the acid- 
secreting mucous membrane, from two-thirds to 
three-fourths of the stomach must be resected. Re- 
moval of the pylorus and antrum of the stomach is 
not deemed sufficient to prevent the recurrence of 
symptoms. 

In 427 cases operated on by Finsterer in this 
manner the mortality was 4.4 per cent. Since 1919 
he has operated upon 296 cases of ulcer with a 
mortality of 2.3 per cent. 

Finsterer regards splanchnic anzsthesia as the 
greatest advance in the surgery of painful penetrat- 
ing ulcers. He has used it in 89 per cent of his 
cases of ulcer. There have been no lung complica 
tions and in no instance has a jejunal ulcer developed 
after the operation. The absolute cures in his cases 
after two years equal 94 per cent. 

Joun W. Nuzum, M.D. 


Finsterer, H.: Operative Results in Acute Gastric 
and Duodenal Hemorrhage (Die Erfolge bei 
Operationen wegen akuter Magen- und Duodenal- 
blutungen). Wien. klin. Wchnschr., 1922, XXxv, 913. 


Four and a half years ago, on the basis of eighteen 
operations, the author proposed early operation in 
acute gastric hemorrhage, contrary to the old 
dictum that acute hemorrhage should be managed 
medically rather than surgically. This article is 
based on thirty-three additional operations. 

The objections to surgical treatment are that 
death from hemorrhage is more common than 
when medical treatment is given, and the results of 
operation are not as good as those of medical treat- 
ment. The author has selected from the operative 
records of four large Vienna hospitals for the last 
ten years every case in which an ulcer or scar was 
found and in which death resulted from hemorrhage 
or perforation. There were 1,262 cases with a scar 
or ulcer. Perforation had occurred in 301, and a 
fatal hemorrhage following erosion in 190. This 
shows that the number of cases with bleeding is 
not small, especially as cases in other hospitals and 
sanatoria and cases treated at home were not in- 
cluded. 

With regard to the objection of those opposed to 
operation, that severe bleeding does not always arise 
from penetrating ulcers but may result from simple 
erosion, attention is called to the fact that in the 
cases of hemorrhage mentioned simple erosion as 
the source of the bleeding was found only once. 
With regard to the objection that the results of 
medical treatment are more favorable than those of 
surgical treatment the author states that the mor- 
tality of medical treatment has been based on all 
cases of ulcer rather than only those with severe 
bleeding, while the mortality of surgical treatment 
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has been based on bleeding cases which came to 
operation, and that if the mortality of medical treat- 
ment were estimated only for cases with severe 
bleeding, the figure would be much higher. The 
mortality of medically treated cases with severe 
bleeding is at least 25 to 40 per cent. A mortality 
between 30 and 50 per cent in surgically treated 
cases, based on general statistics of various opera- 
tions, late operations, and cases in which medical 
treatment was given up, cannot be used for com- 
parison. 

The author reports on fifty-one cases with ten 
deaths, a mortality of 19.6 per cent. Only figures 
of early operations should be compared with those of 
cases treated medically. When this is done the 
mortality in the author’s cases was only 5 per cent 
as compared with 26 per cent in medically treated 
cases (Clairmont). 

The objection that the bleeding ulcer is often not 
found is beside the mark, since even flat, uncalloused 
ulcers can always be discovered if every inflamed 
area in the serosa is examined closely as advised by 
von Hacker, and enlarged lymph nodes are ex- 
amined according to the method of von Haberer. 
The objection that resection for the certain control 
of hemorrhage is a procedure too severe is not always 
valid as early operation gives almost the same result 
as the usual resection. The author advises early 
operation from twenty-four to forty-eight hours 
after the onset of severe bleeding, at least in cases 
of chronic ulcer, as at this time a life-endangering 
anemia has not developed and therefore the results 
will be more favorable. In twenty operations there 
was only one death (following ineffective arrest of 
bleeding after gastro-enterostomy). Early operation 
prevents fatal hemorrhages from erosion and per- 
foration. The author reports two such cases. The 
patients are now symptom-free, whereas those 
treated medically must eventually come to operation. 

The diagnosis of callous penetrating ulcer is not 
difficult. Constant and severe pain points to pene- 
tration into the pancreas, in which case bleeding is 
an unfavorable sign. In duodenal ulcer severe 
hematemesis may occur if the erosion is proximal 
to the duodenal stenosis. Cessation of the hema- 
temesis does not warrant the conclusion that the 
hemorrhage has ceased, as closure of the cardiac 
end may be produced by distention of the fundus. 
A case of this kind is reported. In uncertain cases 
an exploratory laparotomy is indicated; if the history 
and findings exclude bleeding ulcer, medical treat- 
ment should be given. The author did not operate 
in eight cases of acute hemorrhage, three cases of 
parenchymatous bleeding, one case of arteriosclerotic 
bleeding, one case of lues, one case in which removal 
to the hospital was contra-indicated, one inoperable 
case of perforation, and one case in which operation 
was refused. The best hemostatic is resection. In 
cases of duodenal ulcer this is not possible if the 
ulcer reaches the papilla and the choledochus can 
no longer be isolated from the ulcerous tissue. In 
such cases ligation of the pylorus with heavy silk, 


posterior gastro-enterostomy, the application of 
gauze pads against the duodenum which arches 
toward the abdominal wall, and the use of a com- 
pression bandage to press the pads and the anterior 
duodenal wall against the posterior wall and the 
bleeding ulcer are indicated. The compression may 
be released in from twelve to twenty-four hours. 
The thrombus cannot be washed away as the pylorus 
is closed off. Gastro-enterostomy is contra-indi- 
cated in acute hemorrhage, especially in penetrating 
ulcer. Ligation of the arteries at the edge is of 
value only if the ulcer has penetrated a plexus and 
the bleeding results from this. Cauterization is em- 
ployed only to check bleeding from a small, super- 
ficial vessel, never for bleeding due to erosion. 

The result of operation depends on the degree 
and duration of the anemia. The prognosis is poor 
in cases with bleeding of four to seven days’ dura- 
tion, a small frequent pulse, and an almost impalpa- 
ble radial pulse. Blood transfusion is also probably 
valueless if the damage to the parenchymatous or- 
gans is too great. Early operation gives the best 
results. 

Thirty-six cases were operated upon under local 
anesthesia and fifteen with the addition of ether. 
Care must be taken in the administration of novo- 
caine. Because of the anemia, a 0.25 per cent solu- 
tion should be used. Morphine should be avoided. 

In the after-treatment all available remedies for 
combating the anemia must be employed. If neces- 
sary, a direct blood transfusion should be given. 
Whether the latter should be performed before the 
operation or whether the bleeding should be stopped 
first must be decided in each case. Bleeding from 
small vessels can be arrested by increasing the 
coagulability, but not hemorrhage from erosion. 

ZIPPER (Z). 


Robins, C. R.: The Roentgen Ray as an Adjuvant 
in the Treatment of Advanced Cases of Car- 
cinoma of the Stomach. Virginia M. Month., 
1923, 1, 33. 

Although this article is based on the observations 
in only one case, this case presented excellent oppor- 
tunities for thorough study. It was fairly representa- 
tive of the great majority of cases of gastric car- 
cinoma which come for diagnosis and treatment 
when the disease has progressed so far that cure by 
radical operation is out of the question. As in many 
of these cases obstruction must be relieved by opera- 
tion, it was thought that further amelioration of 
symptoms and possibly retrograde changes might be 
brought about by roentgen therapy applied subse- 
quently. 

In the case reported the diagnosis was made clini- 
cally and by roentgen examination. Operation was 
done, but as radical removal was found impracti- 
cable, only a gastro-enterostomy was done. This was 
supplemented by roentgen-ray treatment. Marked 
improvement resulted and continued over a period 
of fifteen months. The patient then died of carci- 
noma of the liver. 
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The experience in this case was so remarkable and 
so different from that of similar cases in which the 
roentgen ray was not used that the author is con- 
vinced this combination of operation for the relief of 
obstruction with treatment of the growth by the 
roentgen ray is a method which holds out great 
promise. Possibly some of the cases may be cured 
entirely, but if not, the prolonged relief afforded 
is certainly well worth the inconvenience and dis- 
tress of the operation. Roentgen therapy is easily 
applied, and with modern technique the danger of 
untoward results is reduced to the minimum. 

Hartune, M.D. 


Mayo, W. J.: Radical Operation on the Stomach, 
with Especial Reference to Mobilization of the 
Lesser Curvature. Surg., Gynec. & Obst., 1923, 
447. 


Carman emphasizes the importance of correlating 
the clinical examination with the roentgen exam- 
ination, a point often neglected by diagnosticians 
who throw the entire diagnostic burden on the 
radiograph instead of using the latter as an aid to, 
and an extension of, the clinical examination. 


INDICATIONS FOR RADICAL OPERATIONS ON THE 
STOMACH 


Radical operations for cancer of the stomach have 
attracted the attention of surgeons for forty years, 
and for the last ten years have been resorted to 
with increasing frequency in cases of benign gastric 
lesions. 

Gastro-enterostomy will cure more than 90 per 
cent of duodenal ulcers, and the excellent pyloro- 
plastic operation of Finney with excision of the 
ulcer will add at least 5 per cent to the successful 
surgical group. There remains, however, a small but 
definite group of duodenal ulcers with deep excava- 
tions which cause severe hemorrhages, in which 
gastro-enterostomy will fail to relieve the hemor- 
rhages and the pyloroplastic operation cannot well 
be applied. In such cases, at least, partial gastrec- 
tomy of some type is the operation of choice. 

The field for partial gastrectomy is much wider 
in cases of gastric ulcer than in cases of duodenal 
ulcer. Gastric ulcers are usually greater in extent. 
They often slowly perforate, forming excavations 
into the pancreas, and lead to the formation of ex- 
tensive and crippling adhesions. Hamorrhages 
from these deep excavations are not infrequent, and 
may prove fatal. At best, in cases of the larger 
ulcers, a crippled, inefficient organ remains after 
excision of the ulcer with or without gastro-enteros- 
tomy. For the smaller gastric ulcers along the 
lesser curvature, which comprise about 75 per cent 
of ulcers of the stomach, the conservative cautery 
excision of Balfour with gastro-enterostomy has 
proved successful in at least 90 per cent of the cases 
to which it has been applied. For extensive ulcera- 
tions in the vicinity of the pylorus, the partial 
gastrectomy of Rodman (Billroth 2) has held steady 
place in the esteem of the conservative surgeon. 


Judd has shown that in the cases of larger ulcers of 
the body of the stomach gastric resection in con- 
tinuity gives satisfactory results. The Billroth 1 and 
2, the Pélya, and the Balfour-Pélya methods of 
partial gastrectomy all have their special fields of 
usefulness. Each case must be treated on its merits, 
and the decision as to the procedure in a given case 
cannot always be made until surgical exposure makes 
possible accurate examination of the lesion. 

In the author’s opinion, a 10 per cent mortality 
following radical operations for cancer of the 
stomach is justifiable, and gives a just operability. 
If he finds that his mortality is running under to 
per cent he extends the field of operability, accepting 
cases for operation that previously he considered in- 
operable. This practice has resulted in remarkable 
success in certain cases. A mortality of 5 per cent 
following partial gastrectomy for ulcer of the 
stomach may, with difficulty, be justified, and yet if 
partial gastrectomy is applied only to cases of more 
advanced and extensive ulceration and cases in 
which relief has not been obtained subsequent to 
previous operations, the mortality, according to the 
author’s experience, will be approximately 4 per 
cent. If patients with small ulcers and in good 
condition are operated on, this statistical mortality 
can be brought readily below 3 per cent. If the 
surgeon’s pride in his statistical results with regard 
to operative mortality leads him to apply the radical 
operation to the easy, safe cases and to use the less 
radical procedure on the dangerous type of case, 
which perhaps could be justified from the standpoint 
of risk, the mortality can be decreased to 2 per cent. 
If, in addition, the surgeon accepts for radical oper- 
ation patients with duodenal ulcers who are in good 
condition, there is no reason why the mortality fol- 
lowing partial gastrectomy in skilled hands cannot 
be reduced to less than 2 per cent, making a re- 
latively good showing as contrasted with gastro- 
enterostomy and pyloroplasty. 

Admitting the force of the argument that partial 
gastrectomy permanently removes the ulcer-bearing 
and acid-controlling portion of the stomach, the 
author’s personal experience has not yet led him to 
believe that partial gastrectomy has so wide an 
application to peptic ulcer. 


MOBILIZATION OF THE LESSER CURVATURE OF 
THE STOMACH 


Attention is called to the fact that the lesser 
curvature is the most important portion of the 
stomach. Cardiac fixation of the stomach is seldom 
an obstacle to successful operation, and we know 
how to liberate the pyloric end; therefore, in the 
great majority of radical gastric operations the lesser 
curvature is the key to the anatomical lock which 
interferes with the liberation of the stomach. If 
one studies the musculature of the stomach as re- 
lated to the vascular and lymphatic connections of 
the lesser curvature, it is apparent that the bands 
which hold and fix this portion of the stomach can 
be seen readily at operation and divided. The 
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success of the procedure depends on early ligation of 
the gastric artery as close as necessary to the 
celiac axis, depending on the location of the growth 
in the stomach. After separation of the gastro- 
hepatic omentum from the under-surface of the 
liver, the distal end of the gastric artery is held 
taut, and the artery, glands, fat, and unyielding 
structures are dissected out of the lesser curvature 
toward the pylorus, the lateral vessels being caught 
and tied in succession as the holding bands are cut. 
The lesser curvature elongates remarkably, and in 
favorable cases the snipping of fibers here and there 
will permit the oesophagus to be drawn into view so 
that total gastrectomy can be performed if desired. 
Complete gastrectomy is sometimes indicated. 

The Billroth 1 operation is again coming to the 
front, not only for cancers located in the pyloric end 
of the stomach, but also for many ulcers of the 
lesser curvature. This method has a wide field of 
application. Instead of removing an unnecessarily 
large area of the stomach as was done by the older 
forms of partial gastrectomy, it removes the disease, 
saves the normal stomach, and restores the gastro- 
intestinal canal by uniting the duodenum to the 
amputated end of the stomach. 

In certain persons the shape, position, and 
movability of the stomach and the looseness of its 
attachments make it comparatively easy to remove 
the pyloric half and still directly anastomose the 
end of the gastric stump to the duodenum. If the 
end of the gastric stump is not more than twice the 
size of the end of the duodenum, the difference in 
caliber can be stitched out by placing two stitches 
on the gastric side to one on the duodenal side; it 
is surprising how smooth such an anastomosis will 
appear when completed. 

Schoemaker was the first to free himself entirely 
irom the Billroth prejudice. He recognized fully 
that the fatal suture angle did not occur when 
modern technique was used and showed that in a 
considerable percentage of cases the extensive re- 
moval of the lesser curvature of the stomach with 
sufficient of the pyloric end to accomplish the pur- 
pose of the operation would make possible a direct 
union between the cut end of the stomach and the 
duodenum. Experience in the Mayo Clinic in sim- 
ilar, but less carefully thought-out procedures have 
led to the acceptance of the Billroth 1 operation as a 
primary procedure on ulcers and carcinomata so 
situated on the lesser curvature and pyloric end of 
the stomach as to permit its application. The value 
of the method has been shown particularly in the 
last two years, since the lesser curvature of the 
stomach has been properly mobilized. After the 
application of the Billroth 1 method there is a 
tendency for the stomach to drop to the left of the 
spine, its weight exerting an injurious strain on the 
suture line uniting the end of the duodenum to the 
gastric stump. This difficulty has been overcome in 
these cases and also in cases in which, following 
excision of gastric ulcers or a Finney pyloroplasty, 
there is tension due to the dropping of the stomach 


as a whole to the left of the spine. A point on the 
anterior wall of the stomach sufficiently far to the 
left is chosen, and the stomach is drawn to the right 
and attached to the suspensory ligament of the 
liver by several catgut sutures so as to bring the 
entire anastomosis to the right of the spine. There 
has been no suture leakage, and gastro-duodenal 
drainage is greatly improved. 


Dagaew, W. F.: A Few Remarks Regarding the 
Character of Digestion After Operations on 
the Stomach and Intestines (Einige Worte ueber 
den Charakter der Verdauung nach Operationen am 
Magen und Darm). Nautschnyje Sapisski Tulskowo 
Gubsdrawa, 1921, p. 23. 


The pyloric portion of the stomach not only takes 
part directly in gastric digestion, but influences the 
secretion in the fundal portion in a reflex manner. 
In the isolated fundal portion no secretion takes 
place on the ingestion of food, but when the pyloric 
portion is isolated a plentiful secretion occurs in 
both the pyloric and the fundal portions. 

After gastro-enterostomy, evacuation of the stom- 
ach takes twice as long as normally because the 
suction effect of the rhythmic contractions of the 
pylorus is lacking and the fundal part must over- 
come the resistance of the gastro-enterostomy open- 
ing which is kept closed by the stomach and gut 
tonus. 

The second phenomenon noted, especially after 
resection of the stomach, is a considerable diminu- 
tion in the acidity. The third is the backflow of the 
transpyloric secretions into the stomach. All these 
deficiencies of gastric digestion may be corrected by 
the intestine. 

Dogs subjected to resection of the stomach and 
gastroduodenostomy by Kocher’s method soon re- 
covered and showed no differences from dogs not 
operated upon. Dogs subjected to operation by the 
Billroth 2 method remained lean, often suffered 
with vomiting, and died as soon as they were given 
coarse food. After gastric resection the duodenum 
becomes enlarged and, like a newly formed stom- 
ach, serves as a food reservoir. The gut works 
up the food in a compensatory way and resorption 
occurs chiefly in the lower part of the small intestine 
and the colon. 

Resection of the gut has been studied experimen- 
tally by Solowjew and Stassow. Resection of one- 
half the small intestine is usually tolerated by man 
as well as animals. Eighty per cent of the small 
intestine is the maximum that can be resected. 
Extensive resection of the small intestine is fol- 
lowed by diarrhoea, loss of weight, thirst, and ab- 
normal appetite. In time, these usually cease. 

After extensive resection of the ileum there is a 
compensatory increase in gastric secretion—ener- 
getic digestion of protein—and the jejunum takes 
up the digestion and resorption of carbohydrates 
and fats. After resection of large parts of the jeju- 
num the work of compensation falls upon the ileum. 
If the ileum also is resected at the same time, intes- 
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tinal digestion is taken up by the large intestine. 
Resection of the large intestine causes no change in 
nutrition. Grecory (Z). 


Colmers, F.: Spastic Ileus in Grippe (Ueber spas- 
tischen Ileus bei Grippe). Zentralbl. f. Chir., 1922, 
xlix, 1931. 

The author reports three cases of spastic ileus in 
grippe. All came to operation on account of the 
symptoms of ileus. At operation a spastic contrac- 
tion of the intestine was found. 

Very often, the diagnosis “intestinal grippe” 
is made when symptoms of ileus are pronounced. 
Therefore it is better to make a small incision 
in the abdominal wall under local anesthesia 
than to overlook a truce ileus. 

The etiology of intestinal grippe is not yet clear. 
It may be an effect on the intestinal musculature 
from the central nervous system, or an irritation 
caused by diseased glands of the mesentery, or a 
toxic effect caused by the contents of the intestine. 

In the literature, only Schmieden, Massary, Gras- 
mann, and Alexander have described similar cases. 

HELLER (Z). 


Barsony, T.: Duodenal Gastric Motility (Ueber die 
duodenale Magenmotilitaet). Wien. klin. Wehnschr., 
1922, XXXV, 


The association of increased tonus and peristalsis 
in duodenal ulcer, a wide-open pylorus, an increased 
rate of emptying, and abundant filling of the duo- 
denum is designated as ‘‘ duodenal gastric motility.” 
This excitation of the gastric musculature is com- 
monly ascribed to secondary vagus activity arising 
in a diseased area. Von Bergmann and his school 
regard vagus irritability as primary. It has been 
proved, however (Kirschner, Mangold, and Bor- 
chers), that after section of the vagus, normal as 
well as heightened muscle contractions of the stom- 
ach remain unchanged. The automatism of gastric 
peristalsis is regulated by the nervous system of the 
stomach, the plexus of Auerbach. 

The excitation of the gastric musculature through 
the plexus of Auerbach, independently of the vagus, 
is explained on the basis of the intestinal law of Bay- 
liss and Starling, viz., proximal to the point of 
stimulation there is muscle excitation and distal to 
this point there is muscle inhibition after section 
of the external nerves. The constant irritation of 
a duodenal ulcer therefore causes an inhibition in 
the distal part of the tract and increased muscle 
function in the proximal part. The spasm at the 
site of the ulcer, which can be demonstrated with 


the X-ray (Skinner, Carman, Akerlund), was estab-’ 


lished by the author and Baron theoretically over a 
decade ago. This arises in the duodenum itself and 
is independent of irritation of the vagus. The distal 
muscle inhibition manifests itself by atony of the 
bulbus or the duodenum, the presence of a residue 
for some time after the emptying of the stomach 
(Baclay), enlargement and abundant filling of the 
bulbus, and often stagnation of the accumulation 
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in the lower duodenum. The chief réle is played by 
gastric hypermotility and insufficiency of the py- 
lorus, but the atony also contributes greatly to the 
enlargement of the bulbus and the accumulation of 
its contents. The eccentric position of the pyloric 
opening is due chiefly to the contraction of scar 
tissue along the lesser curvature but may be caused 
also by atony of the antrum. The proximal muscle 
excitation is manifested by increased peristalsis and 
local spasms. The relationship between this and the 
duodenal irritation caused by the ulcer is clear. 

The proximal spasm arises through the plexus of 
Auerbach, and the local spasm at the site of the 
ulcer is caused either in the same way or through 
irritability of the musculature. That the pylorus, 
which is proximal, does not show any contracture 
(pylorospasm), but on the contrary stands agape, 
is explained as follows: 

The contractability of a sphincter is determined 
by its proximally situated hollow organ. The amount 
of opening at the pylorus depends upon the degree 
of contraction of the stomach (Barony). In duo. 
denal ulcer the muscle function of the stomach is 
increased in accordance with the intestinal law, and 
the pylorus therefore opens more widely. 

The symptoms described are not always noted. 
Spasm at the site of the ulcer is rare, and most often 
observed in cases of chronic deep-seated ulcers. 
The distal inhibition is not demonstrable when the 
irritation of the ulcer is slight, in scar-tissue con- 
tracture of the duodenum, and when, in motor in- 
sufficiency of the stomach, very little of the ingesta 
reaches the bulbus. Proximal excitation is noted 
more frequently because alterations in the stomach 
are more easily demonstrated and because, in man, 
these excitations are more marked than the distal 
inhibition. When this increased muscle function is 
not demonstrable or is transitory the condition is 
advanced and depression of muscle function has 
already taken place (diminution of tonus and peri- 
stalsis). Pressure over the stomach or duodenum, 
massage, and twenty-four-hour fasting relax the 
muscle excitation (stomach of the maximal secretory 


type). ZIPPER (Z). 
Barling, S.: Chronic Duodenal Ileus. Brit. J. Surg., 
1923, X, 501. 


Chronic duodenal obstruction may arise from a 
number of causes. Some may be congenital, such as 
atresia, ring pancreas, or duodenal fixation by ad- 
hesions, while others may be the result of tumor 
growth. The most frequent cause, especially in 
cases of visceroptosis or abnormality of the vessels, 
is pressure of the mesentery and its vessels as they 
cross the duodenum. Attention has already been 
called to the local and general toxic effects produced 
by duodenal stasis and its effect in the production of 
gastric and duodenal ulcer, cholecystitis, and pan- 
creatitis. 

The symptoms are gradual in onset with acute 
exacerbations with epigastric pain, copious vomit- 
ing, flatulence, and epigastric distention. Absorp- 
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tion may cause headache and dizziness, and even a 
mild icterus. The onset of pain is not definitely re- 
lated to the taking of food and the pain is not as 
severe as that of gastric ulcer. The presence of bile 
in the vomitus is an important feature of the clini- 
cal history. The X-ray is of great value in the diag- 
nosis, but in many cases the findings of gastric re- 
tention are similar to those of pyloric obstruction. 
As a rule gastric analysis does not aid in the diag- 
nosis. 

The author reports seven cases. In five the con- 
dition was caused by the pressure of the mesenteric 
vessels on the duodenum. All showed patency of the 
pylorus and dilatation of the duodenum with con- 
striction at its termination. In the fifth case there 
was obstruction with chronic gastric ulcer of the 
lesser curvature. Duodenojejunostomy or gastro- 
enterostomy proved successful in every instance. In 
the sixth case the obstruction was caused by a scir- 
rhous carcinoma of the pancreas, and in the seventh 
by fibrous tissue of unknown origin. 

The treatment is directed toward the relief of 
visceroptosis if it is present. If there is dilatation of 
the duodenum, operation is necessary. The proce- 
dure of choice is duodenojejunostomy, but when this 
is impracticable or impossible, resort must be had to 
gastro-enterostomy. J. Pickett, M.D. 


Koennecke, W., and Meyer, H.: Clinical and Ex- 
perimental Data on Chronic Duodenal Steno- 
sis (Klinisches und Experimentelles zur chroni- 
schen Duodenalstenose). Deutsche Ztschr. f. Chir., 
1922, clxxv, 179. 

Chronic duodenal stenosis is not as rare as is 
generally believed. The authors describe three 
cases, two of which were operated upon. Laparot- 
omy showed that the cause of the disturbances was 
neither a scar stenosis nor an organic narrowing of 
the lumen of the bowel. By a duodenojejunostomy 
the symptoms were greatly alleviated. As seen by 
fluoroscopic examination, the stenosis is caused by a 
movable obstruction, probably the root of the mesen- 
tery drawn over the duodenojejunal flexure. It is 
therefore not a stenosis in the strict sense of the 
word, but a compression. Although it is possible 
that the symptoms may be alleviated by gastro- 
enterostomy, there is no basis for this operation in 
the treatment of ducdenal compression. In such 
cases gastro-enterostomy is unphysiological because, 
on account of the stasis of the duodenal contents 
and the soon-appearing alkaline reaction, there is no 
obstruction at the pylorus (pyloric insufficiency), 
and the chyme will flow through the gastro-enteros- 
tomy only when these parts are filled more fully. 
The neutralization of the hydrochloric acid of the 
stomach also acts unfavorably. 

The authors reject the assumption that disturb- 
ances of innervation may be responsible for stasis of 
gastric contents. They believe the cause is a change 
of position and pressure in the abdomen, viz., a 
more marked bending forward of the lower thoracic 
and the upper lumbar portion of the spine, a de- 


crease in the mesenteric fat, dilatation and sinking 
of the stomach, or relaxation of the abdominal wall. 
All of these conditions lead to misplacement of the 
duodenum in its relation to the root of the mesentery 
and the flexure. To prove this theory experiments 
were made on dogs. The lumen was narrowed by 
means of fascial strips which nearly surrounded the 
bowel and were fixed to the curvature of the ribs. 
It was found that the picture of chronic duodenal 
stenosis can be produced experimentally by partial 
stenosis of the lumen of the bowel. The authors 
also sectioned the vagus at the cardia near the 
stenosis. In this experiment they noted an influence 
on the tonus of the gastric musculature and a tem- 
porary arrest of movement. 

From these facts it seems evident that the cause of 
chronic stenosis of the duodenum is a mechanical 
compression at the level of the duodenojejunal flex- 
ure, caused probably by the root of the mesentery or 
the superior mesenteric artery. Cottey (Z). 


Koennecke, W.: Experimental Investigations Re- 
garding Duodenal Obstruction and Atony of 
the Stomach (Experimentelle Untersuchungen 
ueber Duodenalverschluss und Magenatonie). Beitr. 
z. klin. Chir., 1922, cxxvii, 698. 


The author experimented on dogs with regard to 
the cause of duodenal obstruction and atony of the 
stomach and the relationship of these conditions 
to one another. 

In five dogs the bowel was ligated and suspended 
from the ribs. In four dogs a bilateral subdiaphrag- 
matic vagotomy was done simultaneously with the 
duodenal fixation, and in two dogs it was done at a 
different time. 

Stenosis and closure of the duodenum alone did 
not produce the picture of arteriomesenteric ob- 
struction, causing only that of duodenal stenosis 
with vomiting. Closure of the duodenum with atony 
of the stomach is due, not to mechanical factors en- 
tirely, but chiefly to a disturbance of innervation 
such as paralysis of the vagus, irritation of the sym- 
pathetics, or a direct influence on the superficial 
nerves. Vomiting does not occur. The lengthening 
of the stomach cuts off the duodenum where it is 
fixed most strongly. In man, this point is the end 
of the duodenum, while in the experimental animals 
it was where the stenosed duodenum was suspended 
on the ribs. Von Repwirz (Z). 


Jenckel and Schueppel: Peptic Ulcer of the Jeju- 
num (Ueber Ulcus jejuni pepticum). Deutsche 
Zischr. f. Chir., 1922, clxxv, 337- 


The authors discuss the question of peptic ulcer 
of the jejunum arising postoperatively on the basis 
of seven cases which they report in detail. 

In Case 1 a posterior gastro-enterostomy was per- 
formed for pyloric ulcer. The patient soon became 
free from symptoms and gained considerably in 
weight. Eight months later gastric symptoms de- 
veloped anew, and four years later it was necessary 
to operate again because of jejunal ulcer. At the 
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second operation it was found that the pyloric ulcer 
was healed, but that the jejunal ulcer had caused a 
narrowing of the lumen of the gut. A new anas- 
tomosis between the stomach and the jejunum was 
therefore established on the posterior wall of the 
stomach. The patient again recovered, but in six 
months there were symptoms which suggested per- 
foration of the intestine. When the abdomen was 
re-opened a perforating ulcer which had destroyed 
the gastro-enterostomy was found at the juncture 
of the two jejunal loops. A Braun anastomosis was 
performed further down and a connection established 
between the stomach and the small intestine on the 
anterior gastric wall. One year later there was a 
renewal of symptoms with signs of peritonitis. At 
the site of the gastro-enterostomy a painful tumor 
was found. Operation was refused. A strict diet 
was ordered. Improvement followed with absence 
of symptoms for nine months. Three and a half 
years after the last operation severe abdominal pain 
recurred with constipation and signs of ileus. Opera- 
tion disclosed a volvulus of the ascending colon of 
180 degrees. A coil of small intestine lay behind 
and to the right of the colon and prevented spon- 
taneous replacement. Death occurred two days later. 

In the second case, which ran a similar course 
and in which several operations were performed for 
gastro-enterostomy and a Braun anastomosis, the 
lower half of the stomach was finally resected with 
the gastro-enterostomy opening and the contiguous 
small intestine, the upper end of the duodenum was 
converted into a blind sac, the distal loop of jejunum 
was carried obliquely across and united with the 
transverse incision in the stomach, and the lower 
end of the duodenum was implanted side-to-side 
in the jejunum. Today, five years after the opera- 
tion, the patient is entirely free from symptoms. 

In the third case a second operation performed 
two years after a posterior gastro-enterostomy re- 
vealed to the left of the gastro-enterostomy a com- 
munication between the transverse colon and the 
jejunum which was round, admitted the tip of the 
middle finger, and was lined with mucosa. After 
separation of the parts, the opening was sutured 
transversely and an anterior gastro-enterostomy was 
performed. Three days later, because of the estab- 
lishment of a vicious circle, a Braun anastomosis 
was done 15 cm. lower down. The patient recovered. 

In Case 4, because of a pyloric ulcer, unilateral iso- 
lation of the pylorus according to von Eiselsberg’s 
method and an anterior gastro-enterostomy were 
done. The patient was then free from symptoms for 
five months, but at the end of that time, because of 
attacks of pain indicating a peptic ulcer of the jeju- 
num, an extensive resection of the jejunum with 
suturing and a Braun anastomosis were performed. 
Six months later it was again necessary to operate 
because of a new jejunal ulcer which developed in 
the distal loop of the jejunum. The ulcer was ex- 
cised and a posterior gastro-enterostomy was done, 
the distal loop being used. Three weeks later 
another peptic ulcer was found at the site of the 


previous resection and was excised. The patient 
had severe symptoms for months, recovering slowly, 
and was discharged from the hospital after a year 
and a half in poor physical condition. Full recovery 
did not occur. 

In the fifth case the jejunal ulcer developed a year 
and a half after a posterior gastro-enterostomy and 
perforated at two points. The perforations were 
sutured and an anterior gastro-enterostomy with a 
Braun anastomosis was performed. Up to the pres- 
ent time the patient has remained well. 

In the sixth case, because of a scar, a resection of 
the anterior wall of the duodenum was performed 
according to the Reichel-Pélya method. Following 
an intestinal hemorrhage the patient recovered, but 
at a second operation one month later the jejunum 
was found constricted below the anastomosis by 
two bands of adhesions. The bands were released 
and sutured. Intestinal hemorrhage recurred and 
resulted fatally in thirteen days. Autopsy showed a 
large perforating jejunal ulcer in the posterior su- 
tures of the gastro-enterostomy, which had pene- 
trated into the pancreas, and a severe hemorrhagic 
nephritis with infarction. 

In the last case a wide resection by Reichel’s 
method was performed in 1920 for pyloric ulcer. 
From one and a half to two years later hemorrhage 
occurred in the gastro-intestinal canal. A second 
operation then disclosed a peptic jejunal ulcer about 
the size of a quarter close to the posterior anastomo- 
sis. Just below the anastomosis two mesenteric 
lymph nodes pressed against the distal loop of jeju- 
num. These were extirpated and the ulcer was su- 
tured. Uneventful recovery followed, and up to the 
present time, twenty-one months after the opera- 
tion, the patient is symptom-free. 

On the basis of their findings the authors believe 
that since the tendency of an ulcer toward spontane- 
ous healing may be slight, the management should 
be surgical in order to verify the diagnosis. Of the 
six cases cited, the second, third, and fifth may be 
considered cured. In the second case the cure was 
effected by the sixth operation, wide resection and 
anastomosis according to Roux; in the third case, 
by the simple release and suturing of the jejunocolic 
fistula and an anterior gastro-enterostomy in addi- 
tion to the already present posterior gastro-enteros- 
tomy; and in the fifth case by the anterior gastro- 
enterostomy with a Braun anastomosis in addition 
to a posterior gastro-enterostomy. From this it may 
be concluded that in selected cases a permanent 
cure is attainable through conservative measures. 
However, as the result of a conservative procedure 
(Cases 1, 2, 4) is still very uncertain, it seems most 
practical to perform a wide resection with removal 
of all ulceration and new growth in the vicinity 
of the ulcer and, if possible, a von Haberer implanta- 
tion of the duodenal stump into the remaining por- 
tion of the stomach according to the Billroth 1 
method. This procedure is usually possible if the 
ulcer developed after a simple gastro-enterostomy. 

CREITE (Z). 
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Diaz, C. J.: The Pathogenesis of Mucorrheal 
Neuro-Colopathy (Sobre la patogenia de la neuro- 
colopatia mucorreica). Siglo méd., 1923, Ixx, 203. 

The author reports the case of a 38-year-old man 

who, after a secondary colosigmoiditis, developed a 
typical mucocolitis with the general symptoms of 
dystonia of the sympathetic nervous system. Diaz 
believes the present conception of muco-membra- 
nous colitis should be discarded. Mucous colitis is 
distinct from vagotonic mucous colitis. The latter, 
which is a true myoneurosis of the colon, Diaz be- 
lieves may be fittingly designated as a “‘neuro-colo- 
pathy” or a “colonic myxorrheea.”” It may be a pri- 
mary condition or secondary to an acquired or para- 
typical vagotonia. The possibility that the sympa- 
thetic nervous system and the general condition may 
be radically changed by a chronic enteropathy makes 
the careful treatment and study of such conditions 
of great importance. In the author’s opinion the 
expulsion of membranes has no other significance 
than the co-existence of mucus and increased fatty 
acids in the intestinal lumen. W. A. BRENNAN. 


Lefebvre, C.: The Treatment of Chronic In- 
testinal Stasis by Czcosigmoidostomy (Du 
traitement chirurgical de la stase intestinale chro- 
nique par la caeco-sigmoidostomie). Presse méd., 
Par., 1923, XXxi, 175. 

The operation for chronic intestinal stasis should 
be based on the normal function of the intestine. 
In the author’s opinion, cecosigmoidostomy best 
meets the requirements. As there is no obstruction 
in the intestinal lumen, the object of an anastomosis 
is to establish drainage of the supercharged colon. 
Cxcosigmoidostomy drains the right colon and 
preserves the function of the ileocecal valve and 
proximal colon. W. A. BRENNAN. 


Stone, H. B.: The Surgical Treatment of Chronic 
Ulcerative Colitis. Ann. Surg., 1923, Ixxvii, 293. 


When chronic ulcerative colitis is recurrent, be- 
coming severe and resisting medical management, 
surgical measures may be considered. Of these, 
appendicostomy as a semipermanent opening for 
irrigation of the bowel below was formerly a favored 
method but failed to cut out the colon as an exit to 
feces and irritants. Cacostomy was found to be 
little better. To secure complete physiological rest 
of the colon the logical procedure is a complete ile- 
ostomy. After any one of these operations a patient 
who previously passed from fifteen to twenty bloody 
stools daily will be constipated for two or three 
days. This is due to the postoperative paresis, and 
in cases in which appendicostomy has been per- 
formed there is usually a recurrence. Ileostomy re- 
quires more tedious after-care but entirely excludes 
the colon and gives better results than the other 
operations. 

In performing ileostomy the author divides the 
ileum with the cautery between two pursestring 
sutures. The two blind ends are then abutted 
against each other and a circular end-to-end suture 


of the bowel is done with interrupted mattress su- 
tures of fine silk. This leaves the ileum closed by a 
double diaphragm. The loop of ileum just above 
the ileocecal valve is selected for this purpose. The 
gut about 2 in. proximal to the closure is brought 
up and fastened in the wound, to be opened some 
hours later for the introduction of a tube. In this 
manner the ileostomy is established and the colon 
excluded. The appendix is then brought up through 
a separate incision and used as an opening to irri- 
gate the colon. Ultimately the double diaphragm 
is perforated by a knife introduced downward from 
the ileostomy opening and the ileostomy is closed. 
The artificial opening is kept open until all evidence 
of colitis has disappeared. H. W. Fine, M.D. 


Mandl, F., and Gara, M.: An Experimental Study 
on the Suturing of Non-Peritonized Sections 
of Intestine Following Resection (Experi- 
mentelles zur Naht nicht peritonealisierter Darmab- 
schnitte nach Resektionen). Zentralbl. f. Chir., 
1922, xlix, 1855. 

The difficulties of producing a permanent union 
between non-peritonized and peritonized sections of 
intestine are met chiefly in the lower portion of the 
oesophagus, the lower portion of the duodenum, and 
the sigmoid. On the basis of extensive experiments 
on rabbits, the authors dissect a cylinder of serosa or 
a flap of serosa from the portion of gut supplied with 
peritoneum, excise the muscularis mucosz lying un- 
der that portion, and after accurately suturing the 
mucosa, cover this area with the cylinder of serosa. 
Of importance for successful results is suture of the 
mucosa so that the cylinder of serosa, which must 
not be longer than 1 or 2 cm., does not come into 
contact with the intestinal contents. Kats (Z). 


Berczeller, L., and Szilard, Z.: The Spontaneous 
Formation of Anastomoses of the Intestine 
(Ueber spontane Anastomosenbildung des Darmes). 
Wien. klin. Wchnschr., 1922, xxxv, 1 


During experimental research on the utilization 
of starch preparations taken by mouth, the authors 
occluded the intestine by means of a silk ligature 
placed in the lowest part of the rectum. In white 
rats of medium size the gut was passable again after 
four or five days, but not in mice. The authors 
regard this fact as proof that spontaneous repair 
does not occur in the same manner in all species of 
animals. HoFrMANN (Z). 


Armstrong, A.: Pulmonary Tuberculosis and Ap- 
pendicitis. Ailantic M. J., 1923, xxvi, 446. 


Tuberculosis of the vermiform appendix is more 
common than was formerly supposed but is often 
overlooked. The possible association of appendicitis 
with pulmonary tuberculosis is not sufficiently 
emphasized in the surgical literature. During a 
period of two years 12.5 per cent of the author’s 
patients in private sanatoria were subjected to ap- 
pendectomy. White found the percentage of tuber- 
culous appendices in the records of the Phipps 
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Institute to be as high as 59. All of these patients 
died of advanced tuberculosis. 

The percentage of tuberculous appendices re- 
moved at operation as reported in the literature 
varies. Deaver gives it as 0.2 per cent; Murphy, as 
2 per cent; Herisson, as from 1 to 2 per cent; Lock- 
wood, as 2 per cent; Fitz, as 3 per cent; and Mayo, 
as 1.5 per cent. King found a tuberculous appendix 
in 25 per cent of twenty-eight cases. 

Kelly reported a case of primary tuberculous 
appendix and mentioned five others from the 
literature. 

Persons operated upon for appendicitis frequently 
develop pulmonary tuberculosis, the focus of infec- 
tion having been present in the lungs at the time of 
operation. Hence, except in an emergency such as 
a fulminating pus appendix, a careful preliminary 
history and physical examination should be made 
by one accustomed to examine and treat pulmonary 
tuberculosis. 

The author endorses the removal of the diseased 
appendix. His conclusions with regard to the tuber- 
culous appendix are summarized as follows: 

1. Appendicitis is often tuberculous. While it 
may be primary, it is usually secondary to a focus 
in the lungs, either active or dormant. Rarely, it is 
secondary to a lesion in the intestines. 

2. Appendicitis is often followed by ill health 
which culminates in active pulmonary disease. 

3. A careful history and physical examination, 
with the X-ray if possible, should be made of all 
cases about to be operated upon, to discover whether 
an active or latent lesion is present. 

4. Local anesthesia should be used, with gas 
oxygen as a second choice. Ether is to be con- 
demned for these cases. 

5. The convalescence should be prolonged to 
avoid subsequent activation of any lung lesion 
present. WALTER C. Burkert, M.D. 


Kuttner, L.: Practical Advice with Regard to the 
Diagnosis and Treatment of Diseases of the 
Digestive Tract. The Cause of the Pains Fre- 
quently Persisting After Appendectomy (Prak- 
tische Ratschlaege fuer die Diagnose und Behand- 
lung der Verdauungskrankheiten. Worauf sind die 
nach Appendektomie oefters zurueckbleibenden 
Beschwerden zurueckzufuehren?). Deutsche med. 
Wehnschr., 1922, xlviii, 1604. 

Abdominal pain occurring after appendectomy 
may be caused by adhesions. These are to be ex- 
pected soonest in cases in which the inflammation 
was not confined to the appendix alone, and particu- 
larly those in which primary closure of the operative 
wound was impossible. Such adhesions may cause 
acute intestinal obstruction with and without stran- 
gulation, incarceration, or chronic intestinal stric- 
ture. In all doubtful cases an X-ray examination 
with the use of opaque meals and enemas is necessary. 

Frequently, however, it is not adhesions which 
cause the complaints but a functional or an inflam- 
matory catarrhal process producing alternating 
constipation and diarrhoea. As a rule these symp- 


toms were present previous to the operation, the 
appendicitis being only a part of a diffuse intes- 
tinal disease. 

More frequently, gastric or duodenal ulcer is the 
cause of continuous or intermittent pain after 
appendectomy. Disease of the bile passages, espe- 
cially gall-stone disease, is another cause. In the 
female, diseases of the adnexa must be considered, 
Diseases of the urinary tract, especially pyelitis, may 
give rise to symptoms after operation. Disease of 
any abdominal organ may be responsible. If organic 
disease can be excluded, a disturbance of the nery- 
ous system may be the cause. Cottey (Z). 


LIVER, GALL-BLADDER, PANCREAS, AND 
SPLEEN 


Margarucchi, O.: Non-Parasitic Cysts of the Liver, 
Especially Solitary Neoplastic Cysts; Unilocu- 
lar Cystadenoma (Sulle cisti non _parassitarie 
del fegato con particolare riguardo alle cisti neo- 
plastiche solitare: cistoadenoma uniloculare). Poli- 
clin., Rome, 1922, xxix, sez. chir., 649; 1923, xxx, 
16. 

Non-parasitic cysts of the liver are rare. Mar- 
garucchi reports two cases. In the first there was a 
solitary cyst of the right lobe from which more than 
8 liters of fluid were drained. Following this evacu- 
ation the cyst was marsupialized as it was found 
impossible to extirpate it. In the second case there 
were multiple cysts in the lobe of the liver. These 
were punctured but it was impossible to remove 
the mass. The patient’s condition gradually be- 
came worse and he died a short time later. 

Margarucchi gives short histories of fifty cases 
of solitary cyst of the liver of neoplastic origin which 
he collected from the literature. With regard to the 
pathogenesis, it is generally agreed that these cysts 
are neoformations due to proliferation of the lining 
epithelium of the bile ducts. 

Margarucchi enters into a very detailed discussion 
of the anatomopathology, etiology, symptoms, etc., 
and includes in his article several photomicrographs 
of the cyst walls. W. A. BRENNAN. 


Hartmann-Keppel, G. L.: Ascaridiasis of the Liver 
and the Bile Ducts (L’ascaridiase du foie et des 
voies biliaires). J. de chir., 1923, xxi, 157. 

The author reports two cases. The first was that 
of a 34-year-old man whose symptoms led to a 
diagnosis of liver abscess close to the skin. Two 
lumbricoid worms,.19 and 24 cm. long, were found 
in the pus of an abscess in the left lobe of the liver. 

The second case was that of a girl 12 years old 
who was subject to epileptiform convulsions and 
attacks of pain in the region of the liver. The 
history indicated intestinal ascaridiasis. A diagno- 
sis of abscess of the left lobe of the liver was made. 
At operation a hepatic abscess containing a dead 
ascaris 23 cm. long was found. 

Ascaris larve may develop and remain in the 
intestine, or may reach the liver by the portal vein 
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and develop in the glandular parenchyma, or may 
reach the liver by the bile ducts and develop in the 
gland itself or become arrested in one of the ducts. 

The author treats at length of the pathological 
anatomy, symptoms, and diagnosis of the affections 
of the liver and bile ducts which may be caused by 
the ascaris. 

Although in ameebic abscess emetin not only 
overcomes the initial congestion but, according 
to certain authors, may cause the resorption of 
even large collections of pus, rendering operative 
evacuation unnecessary, there is nothing to show 
that vermifuges may act in the same way. Never- 
theless the early administration of a vermifuge is 
the best method of preventing complications. 

W. A. BRENNAN. 


Mayer, L., and Konings, J.: The End-Results of 
Omentopexy in Cirrhosis of the Liver (Résultats 
éloignés de ’omentopexie dans les cirrhoses du foie). 
Bruxelles-méd., 1923, iii, 502. 


In 1904 Monprofit collected 224 cases of hepatic 
cirrhosis treated surgically. The results in eleven 
are unknown. In the 213 others there were seven 
operative deaths, nine deaths from shock, and twen- 
ty-six deaths from other causes, a total mortality 
of 18 per cent. Improvement in the technique and 
the use of local anesthesia have greatly reduced 
this high mortality. 

In the authors’ opinion, Talma’s omentopexy is a 
safe procedure, the mortality being due, not to the 
operation, but to progress of the condition for which 
it was performed. In this article three cases are 
reported. The first patient, who was operated upon 
in 1915 for biliary cirrhosis, is still in perfect health 
and able to perform heavy work. The second, who 
was an alcoholic, has remained cured for eight 
years. The third, who was operated upon in ex- 
tremis three and one-half years ago for hepatic cir- 
rhosis with considerable ascites, is also well. 

According to Montprofit’s statistics, the percent- 
age of definite recovery from omentopexy in cir- 
thosis was 50 per cent. This included cases which 
could not be treated with the knife. Taking into 
account the improvement in technique, the authors 
estimate the chance of recovery at 75 per cent, 
especially if the patients are sent to the surgeon in 
good general condition. W. A. BRENNAN. 


Braun, W.: Surgical Interference in Acute and 
Subacute Atrophy of the Liver (Chirurgische 
Eingriffe bei akuter und subakuter Leberatrophie). 
Klin. Wchnschr., 1922, i, 2510. 


Since the World War, acute and subacute atrophy 
of the liver has become far more prevalent at an 
earlier age. The most severe cases are not seen 
by the surgeon but, on the other hand, the less 
stormy forms come to operation sooner or later 
because of the impossibility of making a differential 
diagnosis between obstruction of the common duct 
and ascending cholangitis. The author has operated 
upon five such cases of atrophy of the liver. In two, 


there was a combination of calculous cholangitis 
and acute atrophy of the liver: 

Case 1. The patient gave a history of ten at- 
tacks of gall-stones. The illness for which the 
author was consulted began four weeks previously. 
Icterus had been present for two weeks. A stone- 
filled gall-bladder was removed. The bile ducts 
were found free from stones. There was no drainage 
of the hepatic duct. Death occurred the following 
ow. Autopsy showed severe acute atrophy of the 

ver. 

Case 2. At cholecystotomy two stones were re- 
moved. The walls of the common duct were soft 
and not distended. The surface of the liver was 
somewhat hardened. There was no further appear- 
ance of bile in the passages. Death occurred after 
five days with evidences of cholemia. Autopsy 
showed central necrosis of the liver lobules. 

Case 3. The patient was an unmarried woman of 
33 years who had been ill for twelve weeks, and for 
nine weeks had had icterus with fever and chills 
and clay-colored stools. At operation the gall- 
bladder was found only slightly changed. The 
choledochus was not distended. Operation con- 
sisted of cholecystectomy and drainage of the 
choledochus. Microscopic examination of a small 
piece of the liver showed acute atrophy. The flow 
of bile was well re-established and the patient re- 
covered. 

Case 4. The patient was a man 39 years old who 
had been ill for fifteen days and had had icterus for 
four days. At operation the gall-bladder was found 
greatly distended but there were no stones. Chole- 
cystectomy was done with choledochus drainage. 
The bile passages were normal. Histologic examina- 
tion of a piece of liver showed broken-down and 
defective liver cells with small-cell infiltration. 
There was an active flow of bile. Complete recovery 
resulted. 

Case 5. The patient was a girl 18 years old who 
had a fatal corpus luteum hemorrhage with atrophy 
of the liver. 

The author raises the question whether in such 
cases it is better to confine oneself to an exploratory 
laparotomy or to drain the bile passages. From his 
own experience it appears that drainage may exert 
a direct healing effect upon the parenchymatous 
disease of the liver as it removes the stagnating 
bile.and the toxic degeneration .products of the 
liver cells. Drainage of the passages is indicated 
also in unfavorably progressing cases of atrophy of 
the liver. W onLcemutH (Z). 


Flint, E. R.: Abnormalities of the Right Hepatic, 
Cystic, and Gastroduodenal Arteries, and of 
the Bile Ducts. Brit. J. Surg., 1923, x, 509. 


This article is based on 200 postmortem dissec- 
tions. In the author’s opinion, anomalies of the 
hepatic and cystic vessels and the bile ducts are 
more frequent than is generally believed. In twenty- 
five cases the right hepatic artery was found to pass 
in front of the hepatic duct. In forty-two, it arose 
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from the superior mesenteric artery, and in a few 
cases there were two vessels, one from the hepatic 
trunk and one from the superior mesenteric. In a 
few older persons it was found tortuous and dis- 
placed to the right. 

Anomalies of the cystic artery are less common. 
This vessel has been found to arise from the left 
hepatic and gastro-duodenal arteries and to pass in 
front of the common hepatic duct. Of more impor- 
tance is the finding of an accessory cystic artery aris- 
ing from the right hepatic, gastro-duodenal, or sup- 
erior pancreatico-duodenal arteries. This may be 
seen passing along the course of the common duct 
and its presence may account for the occurrence of 
severe and unexpected hemorrhage when the duct 
is opened. 

Anomalies of the ducts consisted of low juncture of 
the cystic and hepatic ducts. In a few cases these met 
in the portion of the common duct which lies within 
the duodenum. The cystic duct may be found very 
tortuous, so that it may meet the common duct from 
the front or the left, instead of from the right. In 
several cases an accessory right hepatic duct was 
found. In the majority, this arose at the extreme 
right of the portal fissure and joined the extra- 
hepatic ducts between the junction of the left and 
right hepatic ducts and the point where the cystic 
enters the common duct. In one specimen it entered 
the cystic duct. 

Aside from the dangers of hemorrhage from an 
accessory or displaced cystic vessel during operation, 
the ducts themselves require careful investigation. 
Abnormal positions of the ducts favor injury to the 
common or hepatic duct during cholecystectomy. 
In cases of an accessory right hepatic duct there is 
danger of leaving the duct untied, this resulting in 
leakage of bile after operation. The author cites a 
case in which death occurred from general peritoni- 
tis after operation and autopsy revealed the abdo- 
men partially filled with bile; the ligature on the 
cystic duct was intact, but an accessory hepatic duct 
was discharging bile. He believes this state of 
affairs is present in many cases which drain bile after 
cholecystectomy. He favors drainage after chole- 
cystectomy, and calls attention to the dangers of 
clamping and cutting structures en masse without 
first making a careful dissection and exposure. 

J. Pickett, M.D. 


Peterman, M. G.: Cholecystitis and Its Com- 
plications. Surg., Gynec. & Obst., 1923, Xxxvi, 522. 


From the thorough review of the literature on 
experimental cholecystitis which is given in this 
article the following conclusions are drawn: 

1. The intravenous injection of organisms in 
sufficient numbers is always followed by the ap- 
pearance of the organisms in the bile. They are 
probably carried to the liver in the blood stream, 
excreted in the bile, and borne by this medium into 
the gall-bladder. At the same time they may be 
carried into the wall of the gall-bladder by the blood 
stream and lymphatics. 


2. The intravenous injection of virulent organ- 
isms in sufficient numbers produces a cholecystitis 
in a high percentage of cases. 

3. The organisms may be demonstrated in the 
bile one-half to two minutes after intravenous in- 
jection, and may be found in the gall-bladder after 
the blood has become sterile. 

4. The simple injection of even large numbers of 
organisms into the lumen of a normal gall-bladder 
does not usually produce a cholecystitis. 

5. The injection of virulent organisms into the 
lumen of a gall-bladder in sufficient numbers after 
ligation of the cystic duct and vessels regularly pro- 
duces a cholecystitis. 

6. Although cholecystitis may be due to a hema- 
togenous infection, it is not infrequently lympho- 
genous in origin. 

7. Cholecystitis is constantly accompanied by 
hepatitis. The character of the lesion in the liver 
is determined to a certain extent by the origin and 
course of the disease in the gall-bladder. 

On the basis of the foregoing conclusions the fol- 
lowing problems were investigated: (1) the passage 
of organisms into the bile of the gall-bladder after 
injections into the portal and systemic veins, as 
influenced by ligation of the cystic duct and vessels; 
(2) the occurrence of organisms within the wall of the 
gall-bladder at a distance from the mucosa soon 
after portal vein injections, their descent in the bile 
having been prevented by ligation of the cystic duct 
and vessels; and (3) a study of the complications of 
cholecystitis produced experimentally. 

An extensive series of experiments on dogs and 
rabbits and a clinical study of 130 patients with 
disease of the gall-bladder are reported. The follow- 
ing conclusions were drawn from this work: 

Any experimental method by which virulent or- 
ganisms are carried through the blood stream 
directly to the gall-bladder is followed, in the 
majority of cases, by the development of a chole- 
cystitis. The importance of the lymphatic route in 
the pathogenesis, not only of cholecystitis, but also 
of its complications, such as pancreatitis, hepatitis, 
and inflammation of the common duct, is em- 
phasized. It is possible that in the majority of 
cases the cholecystitis is produced secondarily to 
hepatitis by lymphatic extension. 


Palmer, D. W., and McKim, G. F.: Gall-Stones 
Associated with Kidney Stones. Cincinnati 
J. M., 1923, iv, 102. 

The authors report the case of a woman, aged 54, 
who had suffered with attacks of pain in the left 
side for three or four years. This pain was often so 
severe as to require hypodermics. Soreness was 
present constantly. The acute pain came on with- 
out warning, and was of a stabbing and boring 
nature. It began in the renal region and radiated 
downward toward the bladder. At times it was re- 
lieved by the drinking of a large amount of hot 
water. Twenty-two years ago the patient had passed 
gravel and blood in the urine. 
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Food intake did not appear to influence the pain, 
although occasionally there was more or less gas 
which caused bloating and belching. Complaint 
was made of some distress in the region of the liver, 
but there was no severe pain on the right side and no 
jaundice. Chronic constipation had been present 
for years. The patient’s maximum weight was 125 
lbs. At the time of examination it was 92 lbs. 

Physical examination revealed some tenderness 
in the gall-bladder region and considerable tender- 
ness and muscular rigidity in the left renal area. 
Urinalysis disclosed a trace of albumin, no casts, 
and a few red cells. X-ray examination showed two 
opaque shadows immediately to the right of the 
intervertebral discs between the first and second 
lumbar vertebra, and a fairly large irregular 
opaque shadow on the left side about 1% to 2 in. 
from the side of the third lumbar vertebra. A diag- 
nosis of stone in the left kidney and probable gall- 
stones was made. 

In pyelograms the right renal pelvis appeared 
normal but the right ureter was kinked at the level 
of the sacro-iliac joint and the kidney was low. 
Immediately about the right kidney were two 
opacities which, from their position, suggested 
gall-stones. The opacity in the left kidney was 
apparently a stone in the pelvis. 

A stone was removed from the pelvis of the left 
kidney by pyelolithotomy, and a cholecystectomy 
was done ten days later. The gall-bladder also con- 
tained stones. 

This case is of interest because of the extreme 
rarity of the pathological combination, the absence 
of infection in the urological tract, and the absence 
of symptoms in the misplaced right kidney. 

C. F. ANpREws, M.D. 


Abell, I.: Papilloma and Adenoma of the Gall- 
Bladder. Ann. Surg., 1923, lxxvii, 276. 


Benign tumors of the gall-bladder, notably papil- 
loma and adenoma, are not so rare as was formerly 
believed. Such a tumor was found once in every 
twenty-three and one-half cases of cholecystectomy 
in the Mayo series and once in every thirty-six cases 
in the author’s series. Papillomata occur usually 
in mucosa which is the site of chronic irritation. 
In the gall-bladder, both papilloma and adenoma 
may occur with or without stone formation. The 
clinical syndrome is that of chronic cholecystitis plus 
a tumor. 

Of 288 gall-bladders subjected to routine micro- 
scopic examination eight presented benign tumors, 
five adenomata, and three papillary adenomata. In 
seven of the cases gall-stones were present. The 
author reports a case in which the growth removed 
at the first operation was believed to be malignant. 
Three years later the patient was again operated 
upon for obstruction in the common duct. At this 
time the gall-bladder had disappeared and the com- 
mon duct was greatly distended by tumor tissue 
which proved to be a non-malignant papillary 
adenoma. H. W. Fink, M.D. 


Brocq, P., and Binet, L.: The Pathogenesis of 
Hemorrhagic Pancreatitis (Pathogénie de la 
pancréatite hémorrhagique). Presse méd., Par., 
1923, XXXl, 219. 

In experiments on dogs the authors found that 
simple ligation of the principal pancreatic duct is 
not sufficient to cause hemorrhagic pancreatitis, 
but that if the ligation is supplemented by the intra- 
canalicular injection of certain fluids, hemorrhagic 
pancreatitis develops in from twenty-four to forty- 
eight hours. Solutions of soda, formaline, chloride 
of zinc, bile, and intestinal juice will produce this 
result. The authors have studied also the effect of 
bacteria, toxins, and leucocytes exerted directly or 
through a change in the reaction of the bile and 
intestinal fluids. 

The experiments showed conclusively that both 
bile and intestinal secretions increase the activity 
of pancreatic secretion. Bile is known to act on 
lipase, one of the pancreatic ferments, causing the 
splitting of fats and setting up steato-necrosis. 
Pure intestinal juice, enterokinase, acts directly 
upon the pancreatic ferment trypsin. One of the 
conditions essential for the production of hamor- 
rhagic pancreatitis is the activation of the pancre- 
atic ferments by an exogenous factor. The authors 
show that this factor is usually the bile or intestinal 
secretion. The mechanism is as follows: 

Two primary lesions are necessary, viz., a hema- 
toma and steato-necrosis. Trypsin activated by the 
exogenous factor in the interior of the pancreatic 
canals which, unlike the intestine, are not adapted 
to such activation, digests the walls of the canals 
and injures the vessels, causing hemorrhage and 
necrosis of the pancreas. The steato-necrosis is the 
result of the splitting of fats by lipase (activated 
probably by bile) with the formation of soaps. 

Clinically it has been frequently demonstrated 
that there is usually a reflux of bile due to pressure 
in the biliary ducts or spasm of the sphincter of 
Oddi, or that intestinal juices reach the pancreas 
because of duodenal stasis due to a mesenteric cord, 
vomiting, or intestinal spasm. 

Inthe surgical treatment removal of the haematoma 
and the necrotic strips of pancreas must be supple- 
mented by an operation to discover and remove the 
primary cause. A careful exploration of the bile 
ducts, stomach, duodenum, and jejunum is necessary. 

W. A. BRENNAN. 


Barling, G.: An Address on Pancreatitis and Its 
Association with Cholecystitis and Gall-Stones. 
Brit. M. J., 1923, i, 705. 

Barling briefly reviews the anatomy of the gall- 
bladder, bile ducts, and pancreas, emphasizing the 
fact that the lower portion of the choledochus and 
the ampulla are commonly surrounded by the head 
of the pancreas. He believes that in most cases of 
pancreatitis the dominating factor is infection pri- 
mary in the biliary passages. If, when the parts are 
removed at autopsy, the ends of the duodenum are 
ligatured and the bowel is filled with colored fluid, it 
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is impossible to squeeze fluids into the ducts by 
forcible compression. It is true, however, that the 
injection of sterile bile or other fluids into the pan- 
creatic ducts may cause pancreatitis. Opie’s view 
that the impaction of a small calculus in the ampulla 
of Vater may give rise to pancreatitis by shunt- 
ing the bile flow into the pancreatic ducts is not 
borne out by the author’s experience because in 
four cases in which a stone was removed from the 
ampulla there was no evidence of pancreatitis at 
any time. 

It would appear that infection plays the chief réle, 
whether it arises in the gall-bladder and descends 
along the bile ducts or, according to Deaver’s view, 
is lymphatic in origin. As bearing on the induction 
of acute pancreatitis two cases are cited in which a 
round worm had entered the pancreatic duct from 
the duodenum and caused an acute hemorrhagic 
pancreatitis by completely plugging the duct. In 
these cases infection associated with stasis of pan- 
creatic secretion occasioned the clinical picture of 
the disease. Infection of the biliary passages begins 
in the gall-bladder and may be excreted through 
the liver. It is most obstinate even when the com- 
mon duct is drained and the gall-bladder removed. 

Acute pancreatitis is a surgical emergency attended 
with a rather high mortality. This disease should 
be borne in mind whenever an obese patient with a 
history suggestive of gall-stones is suddenly seized 
with severe epigastric pain associated with shock, a 
subnormal temperature, vomiting, great prostration, 
tenderness in the mid-epigastrium, pain referred to 
the back and dorsal spine, rapid pulse, and occasion- 
ally, cyanosis. Glycosuria is inconstant. The dia- 
static index of the urine (Loewi’s test) early in the on- 
set is usually high, and the author regards this test 
of considerable help. As the islets of Langerhans 
tend to escape destruction, the outlook for patients 
recovering from acute pancreatitis is usually good, 
even though a large portion of the pancreas may be 
destroyed. The author cites one case caused by a 
calculus in the duct of Wirsung. All of the glandular 
tissue of the pancreas was destroyed and ultimately 
replaced by fat, and eventually a carcinoma devel- 
oped in the organ at the site of irritation from the 
stone. The islets of Langerhans escaped destruc- 
tion, and on only one occasion was there a transient 
glycosuria. 

In all of the cases of subacute pancreatitis seen by 
the author gall-stones were present. The majority of 
these patients were more seriously ill than those suf- 
fering from gall-stone colic alone. It was not always 
easy to differentiate between infectious pancreatitis 
and stone in the common duct. Fat necrosis also was 
present in every case. In the majority, some free 
chocolate-brown fluid with a curious glistening sheen 
was found in the peritoneal cavity. The treatment 
consisted in drainage of the common duct with or 
without cholecystectomy. The pancreas was not 
incised in any case. 

In the author’s cases of chronic pancreatitis the 
condition was usually limited to the head of the pan- 
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reas, especially the zone surrounding the chole. 
dochus. Here again the disease was associated with 
calculi in the gall-bladder and common duct. The 
clinical picture is difficult to differentiate from that 
of carcinoma of the head of the pancreas. The au- 
thor emphasizes the importance of remembering the 
possibility of the presence of calculi in the pancreatic 
duct in cases presenting a palpable swelling of the 
head of the gland. 

Barling is convinced of the great value of recording 
surgical errors. In the case of a 60-year-old patient 
deeply jaundiced and with a distended gall-bladder 
and a palpable pancreas, the diagnosis of carcinoma 
of the pancreas was made. On account of the history 
of attacks of colicky pain, an exploratory laparotomy 
was advised. At the operation the gall-bladder was 
found distended and the ducts and gall-bladder were 
free from calculi but a massive nodular swelling 
was discovered in the head of the pancreas. This 
was regarded as almost certainly malignant. The 
patient died. At autopsy a small calculus was found 
1 cm. from the ampulla in the center of the pancreas. 
The author believes that an exploratory incision of 
the head of the pancreas would have revealed the 
presence of the stone, but great respect should be 
entertained for the possibility of the subsequent es- 
cape of pancreatic secretion and the danger of the 
occurrence of hemorrhage from the pancreatico- 
duodenal arteries. 

In conclusion Barling states that in acute catarrhal 
jaundice in young persons the icterus is probably due 
directly to the inflammation and swelling of the head 
of the pancreas compressing the choledochus. 

Joun W. Nuzum, M.D. 


Massagia, A. C.: The Physiopathology of the 
Spleen. J.-Lancet, 1923, xliii, 181. 

The author attempts to answer the following three 
questions: 

1. Does the spleen belong to the group of endo- 
crin glands producing an internal secretion? 

2. Under certain conditions is the spleen the 
primary cause of certain diseases such as splenic 
anemia? 

3. Is the spleen a true immunizing organ? 

The many important investigations to discover 
the internal secretion of the spleen have not yet suc- 
cessfully solved the problem. 

The relation of the spleen to the various diseases 
in which this organ is a prominent clinical feature is 
that of a primary cause. The fact that in some cases 
of hemolytic jaundice, removal of the spleen is 
followed by cure may be explained by the supposi- 
tion that the spleen elaborates some hormone which 
acts upon the hematopoietic activity of the bone 
marrow or develops a lysin which destroys the red 
cells. 

The clinical and anatomo-pathological observa- 
tions and experimentation show that in several dis- 
eases caused by protozoa (malaria, trypanosomiasis, 
syphilis, infantile kala-azar) the spleen has very little 
immunizing power. Morris H. Kaugn, M.D. 
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Neumann, P.: Psychic Disturbances After Splen- 
ectomy in Cases of Pernicious Anemia (Psy- 
chische Stoerungen nach Milzexstirpation bei Anae- 
mia perniciosa). Klin. Wehnschr., 1922, i, 2429. 

Case 1. The patient was a 42-year-old woman. 
The erythrocyte count was 56,000. The day after 
splenectomy the blood examination showed 90,000 
erythrocytes, 20,000 leucocytes, and 20 per cent 
hemoglobin. The subsequent course was character- 
ized by increasing irritability, vomiting, refusal of 
food, and an anxious expression. In spite of con- 
tinued improvement in the blood picture (after 
three weeks the erythrocytes numbered 3,760,000 
and the hemoglobin equalled 42 per cent), the dis- 
orientation as to time and place became worse, and 
on the fifty-first day after splenectomy the patient 
died in profound stupor. 

Case 2. The patient was a man 48 years of age. 
The blood examination showed erythrocytes, 2,280,- 
000; leucocytes, 7,700; and hemoglobin, 42 per 
cent. The day after splenectomy (Rumpel), the 
erythrocytes numbered 3,190,000, the leucocytes 
numbered 32,000, the hemoglobin equalled 45 per 
cent, and the patient was in a peculiar stuporous 
condition with hallucinations from time to time. 
In the course of a week the symptoms receded, the 
erythrocytes decreased to 2,300,000, and the hemo- 
globin decreased to 30 per cent. 

The author is of the opinion that the psychoses 
were due to the loss of the spleen. As the formation 
of antitoxins by the spleen ceases and the toxins cir- 
culate in the blood in increased amounts (the use- 
less erythrocytes also are no longer destroyed), a 
brain intoxication results. In the first case the liver 
failed to take over the function of the spleen, and 
in the second, it assumed this function late. 

WouLGEMUuTH (Z). 


MISCELLANEOUS 


Hodges, F. M.: Subdiaphragmatic Abscess. J. 
Am. M. Ass., 1923, 1xxx, 1055. 


In the author’s series there were nine cases. The 
abscess was on the right side in seven and on the 
left in two. In three cases the abscess followed an 
appendectomy. A gunshot wound, a perinephritic 
abscess, resection of the cecum for carcinoma, a 
perforated duodenal ulcer, a perforated gastric ulcer, 
and multiple liver abscesses were the preceding 
factors in one case each. Four of the patients re- 
covered, four died, and one is still under observa- 
tion. 

In only one case was a definite diagnosis made 
prior to the roentgen-ray examination. The evidence 
furnished by the roentgen ray is due almost entirely 
to changes in the position and contour of the dia- 
phragm unless, in addition to a change of contour, 
there is an air pocket or collection of gas beneath the 
diaphragm. The diaphragm is most always elevated, 
but is lower in the cases of extraperitoneal abscess 
than the others. Its dome is accentuated, and its 
excursions are limited. In seven of the author’s 


cases empyema was either suspected or diagnosed 
prior to the use of the roentgen rays. Promiscuous 
needling is probably never justified until every other 
method of diagnosis has been exhausted. The author 
reports two cases briefly. His conclusions are as 
follows: 

1. The occurrence of subdiaphragmatic abscess 
is still sufficiently frequent, especially in post- 
operative cases, to be of marked clinical importance. 

2. Early treatment usually leads to a cure, while 
late diagnosis means serious complications or death. 

3. A history of recent abdominal operation or 
infection followed by an unexplained increase in 
the pulse rate and the temperature makes necessary 
a careful elimination of subdiaphragmatic abscess. 

4. The roentgen ray is a very important diagnos- 
tic aid, and will almost invariably give definite 
information. 

5. In any acute infection in the upper abdomen 
an elevated and rigid diaphragm should suggest a 
subdiaphragmatic abscess. 

6. A diaphragm which is normal in position, con- 
tour, and motility usually eliminates the possibility 
of an abscess just beneath. 

7. Promiscuous needling is never indicated as in 
this way the pleural cavity may be infected. 

E. C. RositsHex, M.D. 


Hutchison, R.: The Chronic Abdomen. Brit. M. J., 
1923, i, 667. 

“Chronic abdomen” is usually found in unmar- 
ried or childless married women of the ‘‘comfort- 
able” classes. 

The symptoms are variable, usually including 
constipation, flatulence, a feeling of general weak- 
ness, and “exhaustion.” The history is a chain of 
repeated operations and visits to various cures 
recited in most minute detail. 

The findings consist of visceroptosis, muco-mem- 
branous colitis, and a morbid psychological state. 

The most important point in the treatment is to 
catch the patient before she starts on the rounds of 
surgery. Then comes the “fattening cure,” followed 
by efficient abdominal support and attention to 
the bowels. The morbid mental state is best cared 
for by something which will occupy the mind. 

FE. M.D. 


Nather, K.: The Preperitoneal or Retroperitoneal 
Route to the Subphrenic Abscess as the Typical 
Operation (Der prae- oder retro-peritoneale Weg 
zum subphrenischen Abscess als typische Operation). 
Arch. f. klin. Chir., 1922, cxxii, 24. 

The author first gives a detailed description of 
the subphrenic region. Peritoneal folds divide this 
region into several parts. On the basis of anatomical 
specimens Nather distinguishes a right upper ante- 
rior and posterior, a right lower, and a left upper 
and lower, anterior and posterior part. In the ma- 
jority of cases pus will be found in more than one 
of these spaces. 
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Nather describes the pathologic anatomy of the 
various abscesses in detail. He includes among sub- 
phrenic abscesses those pus collections often de- 
scribed as retroperitoneal phlegmons. As sites of 
origin of subphrenic abscesses are to be considered, 
first, the appendix, then the stomach and duodenum, 
then the liver and bile ducts, and more rarely the 
pancreas, kidneys, and other abdominal organs. For 
some kinds of subphrenic abscesses the triangular 
figure of dullness described by Barnard is character- 
istic. 

With regard to the operative treatment the author 
states that it is generally agreed that abscesses point- 
ing toward the abdominal cavity should be opened 
from this cavity. Abscesses growing toward the 
thorax are often opened transpleurally, but Clair- 
mont opens these abscesses also by the preperitoneal 
or retroperitoneal routes. A 1o-cm. incision parallel 
with the costal margin is made down to the perito- 
neum in front, the finger inserted to the abscess 
through the oedematous preperitoneal tissue, and at 
this point the peritoneum is opened. In the retro- 
peritoneal approach an incision is made on the 
twelfth rib almost to the spinal process, the twelfth 
rib is resected, the muscles are freed from the renal 
fascia, blunt hooks are inserted upward to protect 
the pleural gap, the abscess is approached by blunt 
dissection, and the subphrenic space then punctured. 

If normal peritoneum is encountered in either of 
these two routes an abscess can be excluded with 
certainty. Rost (Z). 


Andrews, C. F.: Primary Retroperitoneal Sarco- 
ma: A Report of Twenty-Eight Cases. Surg., 
Gynec. & Obst., 1923, xxxvi, 480. 


Primary retroperitoneal sarcomata originate be- 
hind the peritoneum in the areolar or adipose tis- 
sue, in lymph glands, and occasionally in the 
vertebre. Their origin is independent of any organ, 
such as the kidney or adrenal. They are to be dis- 
tinguished from secondary retroperitoneal  sar- 
comata, which usually originate in the testicle or 
ovary. 

The literature reviewed by the author contains 
the reports of 108 cases. To these, Andrews adds 
thirty-four cases observed at the Mayo Clinic, 
making a total of 142 proved cases. The largest 
— on record weighed 34 lbs. and was removed by 
Bull. 

The ages of the patients in the Mayo Clinic 
series ranged from 2% to 62 years. There were 
twenty-three males and five females. In only one 
case were multiple tumors found. The growths 
appear with almost equal frequency on both sides 
of the abdomen. 

The symptoms are insidious in onset: indefinite 
abdominal pains, which at times are colic-like, 
nausea, vomiting, and gaseous distention. Pain in 
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the lumbar region and leg is a common complaint. 
Half of the patients had normal bowel movements, 
7 per cent had diarrhoea, and 28 per cent had con- 
stipation. One had alternate attacks of diarrhcea 
and constipation. If oedema is present, it usually 
begins at the ankle and extends upward. Occasion- 
ally there is urinary frequency, dysuria, or hema- 
turia. Jaundice may be caused by pressure on the 
common duct. Loss of weight and strength are 
very constant findings. There is slight fever at 
times, and a moderate secondary anemia. The 
average duration of symptoms until the time of 
examination was eight months. 

The roentgen ray aids in the diagnosis by ruling out 
gastro-intestinal masses, and in conjunction with 
the cystoscope, in eliminating genito-urinary tumors. 
The sarcoma is usually deeply placed, may be mobile 
or immobile, firm or cystic, smooth or irregular, 
tender to the touch or painless. The most char- 
acteristic finding is the location of the colon, which 
rests in a groove on the anterior surface of the tumor. 
The differential diagnosis may be extremely difficult, 
if not impossible. 

Metastasis occurred in 33 per cent of the cases 
being most common in the liver, lungs, and lymph 
glands, but found also in the spleen, kidney, skin, 
omentum, muscle, pleura, heart, bone, spinal cord, 
dura, adrenal, and mesentery. 

The most common type of sarcoma is the small 
round-cell or lymphosarcoma. This also is the most 
malignant. Other types are the spindle-cell, fibro- 
sarcoma, mixed-cell, fibromyxoma, myxosarcoma, 
myxo-osteochondro-sarcoma, and giant-cell sar- 
coma. Such tumors may become cystic because of 
hemorrhagic, mucoid, or purulent degeneration. 

The results of treatment of retroperitoneal sar- 
coma have been most unsatisfactory. Potassium 
iodide has been given internally, but without results. 
In some cases Coley’s serum seems to be palliative. 
Surgery has been the treatment of choice for years, 
but it is too often a forlorn hope. Twenty of twenty- 
seven tumors were inoperable; seven were removed 
as completely as possible, but in five cases the tumor 
recurred, and one patient died the day after the 
operation. 

The combination of roentgen ray and radium 
occasionally gives excellent results. Several pa- 
tients are now undergoing this treatment at the 
Clinic. In some cases the mass has entirely dis- 
appeared and the patient has gained weight and 
strength and is able to carry on his work. It is too 
early to claim permanent cures, but even if this great 
improvement is only temporary, it is well worth 
while and the procedure seems to achieve more than 
any previous methods of treatment. It is also of 
diagnostic value. A sarcoma will shrink rapidly 
in the course of two weeks’ treatment, while if the 
mass is not a sarcoma, no harm has been done. 
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UTERUS 


Petersen, A. J.:: Mixed Tumors of the Uterus. J. 
Lab. & Clin. Med., 1923, viii, 369. 

Mixed tumors of the uterus contain a variety of 
mesoblastic tissues such as smooth and striated 
muscle, fibrous connective tissue, fat, bone, cartilage, 
endothelial tissue, and certain undifferentiated tissues 
derived from the mesoderm. Wilms’ monograph 
published in 1900 contains a review of the mixed 
tumors of the uterus reported in the literature up to 
that time and explains their origin by displace- 
ment of embryonic mesoblastic tissue rests along 
the course of the wolffian duct. 

Since Wilms’ monograph many other mixed 
tumors of the uterus have been reported. A sum- 
mary of fifty of these demonstrates that twenty- 
seven occurred in the fundus of the uterus and the 
others in the cervix. Thirty-two contained cartilage; 
four, bone; fourteen, smooth muscle; eighteen, 
striated muscle; five, fat; two, endothelium; three, 
carcinoma; and almost all, sarcoma tissue. 

Probably the most characteristic feature of these 
tumors is their histologic structure, that is, their 
content in a variety of mesoblastic tissues. Almost 
all of the mixed tumors reported are regarded 
malignant, although benign tumors are recorded 
(Perlstein). The malignancy is manifested by a 
local recurrence after removal rather than by the 
appearance of remote metastases. The metastases, 
while infrequent and late, usually do not contain 
heterogeneous tissues, and occasionally contain 
tissues not found in the primary tumor. Twenty- 
eight per cent of the reports of mixed tumors re- 
viewed mention metastases, most of which were 
confined to the abdomen and pelvis. Tumors of the 
fundus seem to infiltrate the pelvic tissues later than 
those of the cervix. Mixed tumors of the uterus have 
been reported for ages ranging from 2 years to 75 
years, but 50 per cent have occurred in women over 
50 years of age. Uterine activity seems to have no 
relationship, as mixed tumors have been found in 
nulliparous women as often as in multiparous women. 
Clinically, they are not easily differentiated from 
other malignant tumors of the uterus. 

The diagnosis depends finally upon the histologic 
examination of the tumor tissue, although the pres- 
ence of cartilage or other characteristic tissue in 
masses large enough for recognition on macroscopic 
examination permits a tentative diagnosis at least. 
The prognosis after removal is unfavorable as a 
tule, and the duration of life after the appearance 
of symptoms is usually from one and one-half to 
two years. One patient is reported by Peuch and 
Massabuan (see Perlstein) to have lived six years 
after operation. 


Briefly the salient features of two tumors reported 
in this article were as follows: 

The first tumor was found in the body of a uterus 
surgically removed from an unmarried woman aged 
60 years. The clinical diagnosis was malignant 
fibromyoma. The growth was 8 cm. in diameter. 
The lining of the uterus covering it contained irregu- 
lar polypi and in the tumor large masses of tissue 
were recognized even macroscopically as carti- 
lage. Microscopic preparations contained hyalin 
cartilage, trabeculae of bone, smooth muscle, alveoli 
of round and spindle-shaped cells, and fibrous tissue. 
In the sections studied, about 2 per cent of the tissue 
was bone, 35 per cent was hyalin cartilage, 35 per 
cent was smooth muscle, 30 per cent was white 
fibrous connective tissue, and 1 per cent was alveoli 
of round and spindle cells. The patient died from 
recurrence of the tumor in the pelvis three months 
after the operation and one year after the appear- 
ance of symptoms. 

The second tumor was diagnosed clinically a fibro- 
myoma. The patient was an unmarried woman 
54 years of age. The uterus was removed com- 
pletely. Microscopically this tumor contained large 
masses of fatty areolar tissue separated by bands of 
fibrous tissue in which there were small groups of 
cartilage cells and narrow bands of smooth muscle 
cells. About 1 per cent of the tissue was cartilage 
and smooth muscle fibers, 5 per cent fibrous tissue, 
and 94 per cent fatty areolar tissue. The patient is 
living and well two years after the operation and six 


years after the appearance of symptoms. 
C. H. Davis, M.D. 


Hartmann, H.: Fundal Hysterectomy (L’hystérec- 
tomie fundique). Gynéc. et obst., 1922, vi, 420. 


Under the title “‘fundal hysterectomy” Lecéne 
and Gaudart d’Allaines have recently described the 
ablation of the fundus of the uterus and of both 
tubes with conservation of one ovary or at least a 
substantial fragment of one ovary. No originality 
is claimed for the idea. As far back as 1899 Zweifel 
demonstrated that the conservation of an ovary and 
a considerable portion of the uterine mucosa is suffi- 
cient to assure the persistence of the menstrual 
function. The technique recommended by Lecéne 
is briefly as follows: 

After proper hemostasis the diseased ovary and 
both tubes are liberated by dissection, whereupon 
the uterine arteries are ligated just below the plane 
of the uterine section. This plane, while consider- 
ably higher than that of the usual supravaginal 
hysterectomy, is low enough to include all that por- 
tion of the uterus which ordinarily shows the great- 
est evidence of disease, i.e., the mucosa of the fundus, 
the uterine horns, and the interstitial portion of the 
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tubes. A circular cone-shaped incision removes the 
body of the uterus with all its attachments, leaving 
a segment of the uterus extending at least 3 cm. 
above the isthmus. Despite the fact that the round 
ligaments are cut, there is no danger of retroversion 
of the stump after it has been covered with the loose 
peritoneum lying between it and the bladder, the 
so-called retrovesical peritoneum. 

The functional results of this operation are very 
good. Of seventeen patients traced, thirteen had 
complete freedom from trouble and no menstrual 
irregularity. In three cases the results were only 
fair as one patient became very fat and two had 
occasional hot flashes. Certainly the results are 
better than when only one ovary is conserved and 
the entire uterus is removed. 

Roscoe Jepson, M.D. 


Flothow, M. W.: Chronic Endocervicitis. Nebraska 
State M. J., 1923, viii, 132. 

Chronic endocervicitis is the most common 
pathologic entity among gynecologic disorders and 
is second to none in its potential menace to all of the 
pelvic structures. It seems to be definitely certain 
that the corporeal endometrium is infected with 
relative infrequency. In adults, endocervicitis is 
due usually to gonorrhoea, puerperal sepsis, or 
trauma caused by cauterization, dilation, curettage, 
or birth injuries. 

The pathology is that of erosion, round-cell infil- 
tration, and miliary abscesses about the giands and 
connective tissues. Grossly there may be simple 
erosion, eversion, condyloma, papillary erosion, 
ulceration, mucous polypi, cystic degeneration, cer- 
vical stenosis, or carcinoma of the cervix. 

Depending on the pathological course, the in- 
tensity of the symptoms will vary from a mild 
leucorrhcea to a complete functional invalidism. 
The bacteriological examination shows the gonococ- 
cus or some other pus-producing organism. 

The treatment necessitates the removal of all 
infected tissue in the cervix. The author believes 
this is best accomplished by the removal of the 
entire endocervical mucosa by Sturmdorf’s technique 
or by the use of radium as advocated by Curtis. 

H. W. Fink, M.D. 


Davis, L.: Carcinoma of the Cervical Stump: 
Report of Eight Cases. Boston M. & S. J., 1923, 
clxxxviii, 304. 


After mention of the fact that myomata and 
carcinoma are often associated in the uterus and 
reference to the frequency of cancer in the cervical 
stump, the author reviews the 123 cases of cancer 
which were admitted to the Massachusetts General 
Hospital between January 1, 1917, and January 1, 
1922. 

In eight of these cases the cancer developed in the 
cervical stump after supravaginal hysterectomy for 
fibroids. The interval following the operation was 
twenty-four years in one, fifteen years in one, five 
years in one, two years in three, and less than a 


year in two. In the three cases in which the interval] 
was five or more years the growth was probably a 
new development, but in the other five it was 
probably a co-existent condition not recognized or 
insufficiently treated. In four cases the previous 
operation was done elsewhere. 

In all cases of fibroid in which hysterectomy is 
contemplated the cervix should be very carefully 
investigated and the uterus curetted before opera- 
tion. If there is any suspicion of malignancy, total 
hysterectomy should be done. The epitome of the 
eight cases is appended. _Roy E. Curistie, M.D. 


Eden, T. W., and Goodwin, A.: Two Cases of Can- 
cer of the Cervix Treated by Radium Before 
Operation. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Obst. & Gynec., 32. 


Case 1. The patient was a multipara 53 years of 
age who had an extensive friable growth on the 
cervix which extended for 2 cm. down the posterior 
wall of the vagina. Signs of malignancy had been 
noted for three months. A sharp spoon was used to 
form a cavity in the cervical mass and 200 mgm. 
of radium bromide were left in place for twenty- 
four hours. One month later digital examination 
and inspection through a speculum revealed no trace 
of the growth. Wertheim’s hysterectomy was then 
performed and followed by a normal convalescence. 

Macroscopically, the peritoneal surface of the 
uterus was smooth, and the posterior vaginal wall 
presented a healing surface. The endocervix was 
occupied by a fungating granular growth spreading 
upward toward the body of the uterus and down- 
ward toward the vaginal surface. Microscopically, 
the vaginal portion of the cervix and the posterior 
vaginal cuff showed a healing granulating surface with 
no malignant cells. Near the internal os the cells of 
the endometrium showed definite malignant changes. 
The ovaries presented senile fibrotic changes. 

Case 2. The patient was a multipara aged 47 
years who had a large irregular friable growth of the 
cervix which practically filled the upper part of 
the vaginal canal. For five months previous to the 
examination there had been a blood-stained vaginal 
discharge. The fundus contained a single fibroid. 
Scrapings from the cervix showed a columnar-cell 
papillary cancer of the cervix. One hundred and 
sixty milligrams of radium bromide were left in the 
excavated cervix for twenty-four hours. Fifteen 
days later the cervix and vagina showed no trace of 
the growth. Wertheim’s hysterectomy was then 
performed. 

Macroscopic examination showed a fibroma in 
the posterior wall of the uterus and two polypoid 
projections in the endometrium. The cervix was 
hypertrophied and tough, and presented several 
hard whitish areas. The ovaries were tough and 
fibrous. 

Microscopically, the uterine wall and polyp 
showed polypoid endometritis, the tough cervical 
area showed a columnar-cell adenocarcinoma under- 
going hyaline degeneration, and the upper part of 
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the vagina presented an extensive round-cell in- 
filtration. 

Pre-operative radium treatment given before 
operation greatly simplifies the operation by remov- 
ing most of the proliferating growth and, by causing 
degeneration of the cancer cells, lessens the danger 
of cancer implantation. As much of the proliferative 
mass as possible should be removed with a sharp 
spoon in order that the radium may be brought more 
directly in contact with every part of the growth. 

V. E. Dupman, M.D. 


Reel, P. J., and Charlton, P. H.: Sarcoma of the 
Uterus. Ann. Surg., 1923, \xxvii, 476. 


The authors emphasize the importance of a very 
careful microscopic study of all suspicious areas 
found in uteri removed on the clinical diagnosis of 
multiple fibroids. Of 290 uteri thus examined they 
found eleven to be sarcomatous. Nine of these pre- 
sented grossly the picture of definite multiple fi- 
broids and in the majority the gross section revealed 
an area of apparent sarcomatous change enclosed 
within the fibroid masses. It was not uncommon to 
find a multinodular uterus with but one nodule 
showing sarcomatous transformation. This would 
tend to strengthen the contention that a sarcoma 
may arise in a fibroid. H. W. Fink, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Spencer, H. R.: Ten Cases of Ovariotomy in 
Women Over 70 Years of Age. Brit. M. J., 1923, 
i, 582. 


The ten cases reported occurred in a series of 625 
cases of ovarian tumor operated upon. The age of 
the ten patients ranged from 70 to 82 years. The 
oldest woman ever subjected to an ovariutomy was 
94 years of age. 

All of the tumors in the ten cases reported were 
benign. Eight were multilocular cysts. All of the 
women recovered from the operation. Ether seems 
to be a safe anesthetic in the cases of old persons. 
Infiltration and spinal anesthesia seem to be gen- 
erally unsuitable. H. W. Fink, M.D. 


EXTERNAL GENITALIA 


Mondor, H., and Huet, P.: Cysts of the Labia 
Minora (Les kystes des petites lévres). Gynéc. et 
obst., 1923, Vii, 26. 

The authors review the literature of cysts of the 
labia minora, discuss the different types of cysts 
from the anatomical and histological standpoints, 
and report a case with the microscopic findings. 

Sebaceous and epidermal cysts may be attributed 
to an inclusion or occlusion process. The mucous 
cysts may be divided into two groups, those in which 
the cavity is lined with non-ciliated epithelium, and 
those in which the cavity is lined with ciliated epi- 
thelium. The literature reports thirty-eight cases 
of this type but in seven the pathologic report is in- 
sufficient. In the remaining thirty-one the cysts were 


studied as to contents, lining epithelium, and outer 
coat. In two, there was no lining epithelium, the 
stromal coat being in direct contact with the fluid 
contents of the tumor. Most of the cysts contained 
a viscid, colorless, slight yellow or brownish fluid. 
Cholesterin crystals were frequently found. The 
fluid was aseptic except in a few which had been 
infected secondarily. In some cases non-striated 
muscle was found. The outer coat merged with the 
structure of the labia minora. 

The authors believe that these cysts are derived 
from the wolffian duct rather than the muellerian 
duct as is held by certain other investigators, but 
state that, so far, no one has proved that they are 
so derived. They reject the hypothesis that they 
may be derived from bartholinian aberrants or from 
the mucous glands which Kollmann and Schauta 
have found in the labia of the newborn. 

S. pt Parma, M.D. 


MISCELLANEOUS 


Herzog, G. K.: Gonorrhcea in Women. California 
State J. M., 1923, xxi, 113. 


The cases of gonorrhoea in women seen in both 
private and clinical practice are usually the advanced 
cases with involvement of the glands of Bartholin, 
Skene’s glands, the cervix, and the tubes. To effect 
a cure, the glands of Bartholin must always be 
excised, Skene’s glands opened and cauterized with 
the thermocautery, the urethra injected with a 
strong silver-nitrate solution, the cervix dilated, and 
the cautery applied liberally. 

Frequently the physician fails to diagnose gon- 
orrhoea because he does not find the gonococcus. 
The fault lies usually with him rather than with the 
laboratory technician. Usually it is necessary to 
milk the urethra with considerable pressure. The 
pus should be expressed also from Skene’s glands 
and the glands of Bartholin. The cervix should be 
very carefully wiped off and sponged with sterile water 
half a dozen times, and the discharge obtained by 
massage collected on a slide and examined. Several 
slides should be made on different days before the 
diagnosis is definitely established. 

Leucorrhoea and a urethral discharge are very 
often of gonorrhoeal origin, and one can safely 
say that an abscess of the glands of Bartholin is 
always gonorrhceal. 

Peri-urethral abscess in the female following 
gonorrhoea is a troublesome condition, particularly 
when it is so close to the internal sphincter that 
urine may be mixed with the pus. These cases may 
be treated with silver-nitrate applications and 
massage. Massage is the greatest help, but in some 
cases surgery becomes necessary. 

In conclusion, Herzog states that the radical 
treatment of gonorrhceal vulvovaginitis, namely, 
the excision of the Bartholin glands and the direct 
application of the cautery to the urethra and 
cervix, has given most gratifying results. 

Louis Gross, M.D. 
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Weibel, W.: The Treatment of Peritoneal and 
Genital Tuberculosis in the Female with the 
X-Ray (Die Behandlung der Peritonealund Geni- 
tal-tuberculose des Weibes mit Roentgenstrahlen). 
Wien. klin. Wchnschr., 1922, Xxxv, 933- 


The author states that in cases of tuberculous 
peritonitis treated with the X-ray (the efficiency of 
which he attributes to stimulation of connective- 
tissue proliferation) he obtains good results in 82 
per cent and the mortality is 18 per cent. The best 
results are obtained in tuberculosis of the adnexa. 
A tuberculous ulcer on the anterior wall of the vagina 
was also treated in this way successfully. Usually 
a permanent amenorrhcea is produced, which is 
very desirable in cases of severe menorrhagia and 
justified even in the absence of menorrhagia by the 
deleterious influence of menstruation on the local 
condition. In cases of exudative peritonitis the ray- 
ing should be done only after the ascitic fluid has 
been removed. GrasHEY (Z). 
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Vogt, E.: The Healing of the Wounds of Gyneco- 
logical Operations Following Previous Roent- 
gen Treatment (Wie heilen gynaekologische Op- 
erationswunden nach vorausgegangener Roentgen- 
bestrahlung?) Med. Klin., 1922, xviii, 1491. 


On the basis of twenty-eight laparotomies which 
had been preceded by roentgen treatment, Vogt 
attempted to answer the following questions: (1) Is 
operation made more difficult by previous roentgen 
treatment? (2) What is the effect on the healing oj 
the wounds in the abdominal wall and within the 
pelvis? (3) Do late injuries from the roentgen treat- 
ment show in the region of the scars? 

He found that previous use of the roentgen ray 
does not make gynecological operations more difficult 
to any marked degree, and does not exert any eflect 
on the healing of the wounds. The third question 
Vogt was unable to answer as the time since the 
operation was too short when this article was 
written. NAEGELI (Z). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Vignes, H., and Hermet, P.: Sedimentation of the 
Red Blood Corpuscles and Gestation (Sédimen- 
tation des globules rouges et gestation). Rev. frang. 
de gynéc. et d’obst., 1923, xviii, 42. 

From their experiments the authors draw the fol- 
lowing conclusions: 

1. The reaction of Fahreus is observed not only 
in the course of gestation, but also in anemia caused 
by repeated loss of blood, in the development of 
tumors, and in acute infections with pus formation. 
It is not of value in the early diagnosis of pregnancy. 

2. The disappearance of the reaction in the post- 
partum and postabortum period varies with the 
elapsed time. 

3. The theory that the reaction is due to some 
substance in the red blood cells was not confirmed. 

4. The addition in vitro of distilled water or 
physiological serum did not accelerate the reaction. 
Therefore the theory that the reaction is due to a 
decrease in the specific gravity of the plasma was 
not confirmed. 

5. The reaction appears to be due to a chemical 
modification of the plasma, particularly in the rela- 
tion of the colloids, an increase in the fibrinogen 
and the serum globulin in relation to the serum- 
albumin. S. pt Parma, M.D. 


Williams, P. F.: Glycosuria Test for Pregnancy. 
Am. J. Obst. & Gynec., 1923, xxv, 369. 


The proposed methods were tested on the preg- 
nant and aborting women in the gynecological serv- 
ice of Girvin. 

Ten women were tested by the original method 
proposed by Frank and Nothman. This series in- 
cluded six aborting women and four women pregnant 
earlier than four months. The blood sugar did not 
reach 0.16 per cent in any case. All showed a glyco- 
suria after from thirty to forty-five minutes. In a 
few cases the percentage of sugar in the urine was 
higher than the values given by Frank and Nothman. 

Eight women were then tested by the modifica- 
tion proposed by Roubitschek. Six of these, who 
were aborting, and two in early pregnancy were 
given glucose and epinephrin. In only one case was 
a positive response obtained and in not one did the 
blood sugar rise above 0.15 per cent at the end of 
forty-five minutes after the administration of the 
test materials. 

Fourteen women were tested by the phlorizin 
method. Eight were normally pregnant, four were 
aborting, and two had tubal pregnancies. In but 
two cases, both those of pregnant women, was a posi- 
tive response obtained. The blood sugar showed no 
rise during the test. 


These discordant findings were rather puzzling. 
Controls were therefore carried out on non-pregnant 
women. A positive response was obtained in only 
one, a 53-year-old woman who had had an operation 
for prolapse and showed a slight glycosuria following 
the administration of 100 gm. of glucose. In no other 
case was a glycosuria obtained with any of the 
methods. E. L. Cornett, M.D. 


Wright, H. W.: Psychoses of Pregnancy and the 
Puerperal State. California State J. M., 1923, xxi, 
170. 

The insanity of pregnancy and the puerperium 
cannot be considered a psychiatric entity. While 
any type of psychosis may occur during pregnancy 
or the puerperium, the vast majority of cases fall 
into the groups of manic-depressive insanity, de- 
mentia precox, and toxic or infective syndromes. 
The first two occur frequently without fever or 
other demonstrable evidence of physical abnormality. 

In the diagnosis it is desirable to know the per- 
sonality of the patient for often this is of aid in the 
prognosis. In dementia precox the prognosis is 
poor. In the delirious type the prognosis is excellent. 
In the purely manic-depressive type of case recovery 
is usually complete after about five months. 

H. W. Fix, M.D. 


Hannah, C. R.: The Value of Abdominal Measure- 
ments in Recognizing the Size and Maturity 
of the Fetus. Texas State J. M., 1923, xviii, 543. 


The factors contributing to the oversized fetus 
should be eliminated whenever possible. 

The large fetus has but little, if any, advantage 
over the fetus of 6 or 7 lbs. The cells of the large, fat 
baby are water-logged and usually its weight loss is 
from 1 to 1% lbs., while a medium-sized baby, a baby 
weighing less than 8 Ibs., loses probably 8 to 12 oz. 
The medium-sized baby has greater resistance and 
does not so often have the fever of inanition or star- 
vation in the first few days of post-uterine life. 

The length of the fetus before birth may be de- 
termined by Ahlfeld’s rule. One point of the pelvi- 
meter is placed in the genital fold near the clitoris, 
the soft tissue being pushed up until the point of the 
pelvimeter rests near the upper border of the sym- 
physis, and the other tip is placed at the upper pole 
of the fundus. The reading in centimeters is then 
taken, 2 cm. are deducted for the thickness of the 
tissues, and the remainder is multiplied by 2. 

To obtain the occipito-frontal diameter, Perret 
has taught us to place one tip of the pelvimeter over 
the occiput and the other over the frontal, and take 
the reading without any deduction for tissue. The 
subtraction of from 114 to 24 cm. from this reading 
gives the biparietal diameter. If the occipito-frontal 
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is from to to 11 cm., subtract 1.5 cm.; if 11.25, de- 
duct 2 cm.; if 11.5, deduct 2.25 cm.; if 12 cm. or 
more, deduct 2.5 cm. 

Spiegelburg’s figures show that a uterus filled with 
the average-size fetus will measure 34.5 cm. from 
the upper border of the symphysis to the fundus. 
McDonald has demonstrated that a fundus 35 cm. 
high from the upper border of the symphysis will 
probably have a fetus weighing 7 lbs., 5 oz. For 
every centimeter above 35 he adds 200 gm., and for 
each centimeter below that amount he deducts 200 
gm. 
It is a recognized fact that toxemia of late preg- 
nancy can be treated successfully only by preven- 
tion, and that pre-eclamptic symptoms may mani- 
fest themselves in spite of all diligence and active 
supervision. If they do not yield to active treatment, 
the obstetrician may inform himself, with the use of 
the rules described, as to the period of maturity of 
the fetus. This same principle is applicable to cases 
of contracted pelvis, heart lesions, and constitutional 
diseases; it is a modern principle based upon reason- 
able facts. C. H. Davis, M.D. 


Gilbert, T. C.: Interstitial Pregnancy. Texas State 
J. M., 1923, xviii, 546. 

The author reports a case of interstitial pregnancy 
which presented the classical fundamental syndrome 
of the ordinary ectopic variety of pregnancy and, in 
addition, certain differential points classically char- 
acteristic of the interstitial type. On bimanual exam- 
ination the fundus of the uterus was found ele- 
vated on the side of the pregnant horn, this being due 
to the characteristic tendency of interstitial gestation 
to develop upward, thus transforming the uterus 
into a cone with its point upward and outward. 

In ordinary tubal pregnancies we are more apt to 
find the tumors posterior and well down in the cul-de- 
sac of Douglas than upward and anterior, as in this 
case. Pregnancy in the rudimentary horn, or angular 
pregnancy, may be confused with interstitial preg- 
nancy, but in the first-named condition the symp- 
toms are more apt to conform to those of a normal 
pregnancy. 

The duration of gestation is of some differential 
value and should always be taken into consideration. 
The average time of rupture in the classical tubal 
type of pregnancy is the fourth week, while in the 
interstitial type it is the eighth week. In the latter 
it may be even the seventh month. Thus it is obvi- 
ous that as a rule the interstitial type gives more 
time for study and observation. 

C. H. Davis, M.D. 


Streeter, G. L.: Subcutaneous Implantation of 
the Human Ovum. J. Am. M. Ass., 1923, 1xxx, 
989. 

The case reported appears to be unique, but the 
fact meriting chief attention is that the human 
chorion is capable of developing to the size of a hen’s 
egg in the environment furnished by the superficial 
fascia of the abdomen. 


When first seen by Lenz of Gloversville, N. Y., the 
patient, a woman aged 25 years, who had been mar- 
ried for four years and had had one abortion and no 
children, presented a mass the size of a cherry in the 
lower abdominal region at the upper end of the scar 
of a previous operation. A provisional diagnosis of 
wound hernia was made. Two weeks later the swell- 
ing had doubled in size, and on account of its rapid 
growth an exploratory examination was decided 
upon. This was performed by Lenz four weeks after 
the patient first came to him; by that time the en- 
largement had reached the size of a hen’s egg. 

Operation disclosed, just beneath the skin, em- 
bedded in the superficial fascia, a relatively thin- 
walled and partially transparent cyst, which on re- 
moval proved to be an intact chorionic sac and on 
being opened was found to contain a well-formed 
embryo. 

The chorionic sac was certainly growing up to the 
time of the operation, and its histologic condition 
was compatible with still further growth, although 
the prominence of the so-called Hofbauer cells was 
the sign of an approaching arrest of development. 
It thus follows that under these circumstances the 
growth of the sac tends to continue longer than that 
of the embryo. This ~onforms with the author’s labo- 
ratory experience with abortion material in gen- 
eral—the chorion is proportionately further devel- 
oped than the embryo rudiment. It is to be remem- 
bered that the fascia in the region mentioned is not 
so profusely vascularized as the tissues surrounding 
the tube and uterus, and this might have been a fac- 
tor in the arrest of development. We can only spec- 
ulate on what would have happened if the mass had 
not been removed. It is not probable that it would 
have grown much larger. Reasoning on the basis of 
tubal specimens, further hemorrhages, although not 
serious ones, might have occurred and the entire 
structure might have been slowly absorbed. On 
the other hand, there is the remote possibility that 
the villi might have given origin to a malignant 
chorio-epithelioma. The findings in this case are 
very suggestive to the experimental embryologist. 

C. H. Davis, M.D. 


Lasseur, P., and Vermelin, H.: The Serum Diag- 
nosis of Syphilis in the Pregnant or Parturient 
Woman (Le séro-diagnostic de la syphilis chez la 
femme enceinte ou récemment accouchée). Gynéc. et 
obst., 1923, Vii, 130. 

Despite the controversy to which it has given 
rise, the serum diagnosis of syphilis has definitely 
proved its value. Struck by the remarkable similari- 
ty of findings of the clinical and laboratory examina- 
tions in thousands of cases of syphilis which have 
been either suspected or recognized with certainty, 
the authors studied the Bordet-Wassermann reac- 
tion in pregnant and parturient women. In a large 
number of cases in the obstetrical clinic the serum 
diagnosis has confirmed a doubtful diagnosis, and 
in a few cases has revealed the condition when it 
was not suspected. 
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1. Definite cases of syphilis. In twenty-nine cases 
in which syphilis was recognized the results of the 
test were the same as those observed in other positive 
cases. Twenty-three of these cases were those of 
young women who had had no anti-syphilis treat- 
ment. Six cases in which the test was negative were 
cases of old lesions or recent lesions which had 
rapidly regressed under treatment. 

2. Placental hypertrophy. Under this term are 
classed those cases in which the only sign indicating 
syphilis is hypertrophy of the placenta. Only one 
case showed a positive reaction. A negative reaction 
does not exclude the possibility of syphilis; this can 
be done only by repeated careful examinations of 
the infant during the first months. 

In 57.5 per cent of the authors’ entire series of 
cases with a positive reaction the feto-placental rela- 
tion was 1:4.5 or over, and in only 32 per cent was it 
under 1:4.5. These findings are therefore very simi- 
lar to those of Levy-Solal, with whom the authors 
agree that before it is concluded on the basis of a 
negative serum reaction that hypertrophy of the 
placenta is not of syphilitic origin it is necessary to 
prove the absence of syphilis in the parent or the 
grandparents. 

3. Macerated fetus; no recognized syphilis. In 
these cases the mother does not admit any former 
specific infection and does not exhibit any indica- 
tions of a recent or old lesion. The fetus is charac- 
teristic: the maceration is of long standing, the 
stomach is voluminous (seventeen cases), and the 
liver occupies the greater part of the abdominal 
cavity. In the cases in which it was possible to make 
a direct examination the treponema was always 
found in the liver. The placenta is distinctly patho- 
logical; the feto-placental relation is raised, and 
besides the changes due to the maceration, the 
washed and sausage-like appearance of the placenta 
and its friable consistency are characteristic of 
syphilis. 

Two negative reactions confirmed the laboratory 
findings. The death of the ovum may be attributed 
to endometritis. A case deserving particular men- 
tion was that of a woman of 34 years who had had 
two successive normal gestations. One of the chil- 
dren had succumbed to convulsions. The third 
gestation was complicated by hydramnios, and near 
term a macerated fetus was expelled. The liver of 
the fetus showed no hypertrophy or macroscopic 
alteration. Despite the negative reaction and the 
absence of clinical signs, syphilis cannot be positively 
excluded. 

4. Death of successive infants. In such cases the 
serum diagnosis is of great value. Undoubtedly the 
clinical examination alone is occasionally sufficient 
to discover syphilis, and in many doubtful cases a 
positive reaction will confirm suggestive clinical signs. 
In the authors’ series the findings of the physical ex- 
amination were confirmed by a positive reaction in 
eleven cases. In six of twelve cases in which the 
reaction was negative a premature macerated fetus 
was expelled. In these cases a change in the body 
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fluids incident ‘to gestation may have been respon- 
sible for the negative reaction. 

5. Hydramnios and a large ovum. Of nine cases 
of hydramnios, a positive reaction occurred in only 
one. The very heavy placenta showed the charac- 
teristic changes of syphilis. In one case the placenta 
was very large despite a negative reaction and it 
seemed probable that syphilis was the cause. 

6. Abortions. In all of twelve cases of abortion 
the laboratory findings agreed with the clinical find- 
ings, being negative in cases of accidental abortion 
due chiefly to endometritis, and positive in cases in 
which a history of syphilis was given and in young 
women in whom the abortion was the first sign of 
acquired syphilis. 

7. Early fetal death. Six cases of premature 
labor followed by early death of the fetus showed 
a positive reaction indicating the presence of syphilis 
which might easily have passed unrecognized. 

8. Pernicious anemia. In the two cases of per- 
nicious anemia observed the serum reaction was 
negative. 

9. Fetal malformities. Syphilis may give rise to 
dystrophies leading to congenital malformation. 
Frequently it is derived from the grandparents and 
for this reason it should not cause surprise if the 
mother shows a negative reaction. 

In the authors’ entire series of 148 cases there 
were sixty-three positive reactions and eighty-five 
negative. All of the positive reactions were in 
accord with the clinical findings. 

Those who have experimented on the sensibility 
of sera in prepared animals have found that a nega- 
tive reaction does not exclude the disease with 
certainty. In explanation of this we know that anti- 
bodies appear as the indicators of a change in the 
body fluids caused by infection. Taking 100 as a 
standard of value for untreated secondary syphilis, 
the intensity of modification is 5-10 in tertiary syphi- 
lis and o-1.5 in old treated syphilis. These values 
differ in different persons and in the same person in 
the course of time and under the influence of specific 
treatment. 

In many cases the laboratory test is insufficient to 
differentiate between normal and abnormal sera be- 
cause, when the changes in the body fluids are slight, 
our methods are not sufficiently delicate to reveal 
them. It seems probable that a chronic infection is 
similar in its action to a drug. At first the body re- 
acts vigorously but if the drug be continuously 
repeated the reaction ceases entirely or diminishes 
markedly. In the case of infection the evolutionary 
changes possible to the micro-organism and the 
possibility of a change in its antigen-forming prop- 
erties occurring within the host must be considered. 
In fact, negative reactions may be due to absence or 
diminution of serum modifications occurring when 
the body becomes accustomed to the bacterium or 
to biological variations in the latter. Changes in 
the serum are complex; some may mask and some 
may neutralize (inhibitory substance of Calmette). 

Roscoe Jepson, M.D. 
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Moore, J. E.: Studies on the Influence of Preg- 
nancy in Syphilis: The Course of Syphilitic 
Infection in Pregnant Women. Bull. Johns 
Hopkins Hosp., Balt., 1923, xxxiv, 89. 

The validity of Colles’ law and of the paternal 
transmission of syphilis is still unsettled. The pur- 
pose of this article is to show, from a correlation of 
the clinical and experimental evidence in the litera- 
ture, that in all probability neither of these hypoth- 
eses is valid. The clinical data supplied by a study of 
178 pregnant women with positive blood Wasser- 
mann reactions and twenty-two non-pregnant moth- 
ers of syphilitic children supports this belief. 

Forty-four of these women (22 per cent) had 
definite lesions of early or late syphilis at the time of 
their admission to the hospital. In 72 per cent of the 
remainder syphilis was proved or strongly suggested 
by the history, physical examination, response to 
treatment, or subsequent course, or a combination 
of these. In only 21.5 per cent of the 200 cases, 
therefore, were all evidences of syphilis (except a 
positive blood Wassermann reaction) lacking. 

This study demonstrated also that the factor of 
pregnancy may cause striking deviations from the 
usual course of syphilitic infection. If impregnation 
and infection approximately coincide, or if infection 
occurs during the course of pregnancy, the woman 
may develop the usual early manifestations of syphi- 
lis but these will be much milder than if she had 
been infected independently of pregnancy. Approxi- 
mately one-half of the women so infected reacted 
toward infection in this manner. 

A slightly larger proportion infected with syphilis 
at about the time of impregnation failed to develop 
any of the usual early lesions of syphilis. Under these 
circumstances it is fair to assume that pregnancy is 
the factor which suppresses the lesions of the disease. 

In a few women (three of the 200 studied), the 
response to infection acquired at the beginning of, 
or during, pregnancy was markedly altered. The 
usual time relations between primary and secondary 
syphilis were much prolonged. On the other hand, 
the interval between early syphilis and tertiarism 
may be much shortened, and grave lesions of a ter- 
tiary type may appear early in the course of the dis- 
ease. 

The protection against the early lesions of syphilis 
afforded by pregnancy may persist over a long period 
of years, and possibly for a lifetime. In a few in- 
stances a spontaneous cure of syphilis seems to have 
been the ultimate result. In the women of the series 
who developed late syphilis, the viscera, and partic- 
ularly the cardio-vascular system, were especially 
prone to involvement, whereas tertiary lesions of the 
skin and bones and neurosyphilis, either clinical or 
asymptomatic, were rare. 

In thirty-three of the 200 patients the blood 
Wassermann reaction gave anomalous results. In 
10 per cent of the pregnant women with secondary 
syphilis the reaction was negative. In the women 
with latent syphilis it vacillated markedly without 
treatment, and in a number of cases a negative or 
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positive reaction during pregnancy changed spon- 
taneously to the reverse after delivery. The factors 
possibly responsible for the condition are discussed 
briefly. 

The nature of the mechanism by which pregnancy 
causes these alterations in the course of syphilitic 
infection is unknown. C. H. Davis, M.D. 


Szymanowicz, J.: Ovarian Cysts and Pregnancy: 
Results in Thirty-Five Cases Operated upon 
During Pregnancy (Kystes de l’ovaire et gesta- 
tion: résultats de 35 cas opérés pendant la gesta- 
tion). Gynéc. et obst., 1922, vi, 405. 

The only rational procedure to follow in the pres- 
ence of an ovarian cyst diagnosed during pregnancy 
is immediate surgical interference. Abortion oc- 
curred in 8.5 per cent of the cases reviewed but in 
one instance it was in progress before the laparot- 
omy and in another the mother had advanced pul- 
monary tuberculosis. 

The author’s experience leads him to the con- 
clusion that the fetus may be conserved with less 
difficulty after the fourth month of gestation. Ad- 
hesions, more or less friable, torsion of the pedicle, 
and incarceration of the tumor mass were encoun- 
tered at operation. An operative route through the 
vagina has been rejected because of the difficulty 
of obtaining sufficient exposure and the danger of 
introducing infection. Loyat E. Davis, M.D. 


Dietrich, H. A.: Ileus During Pregnancy (Ileus 
waehrend der Schwangerschaft). Zentralbl. f. 
Gynack., 1922, xlvi, 2052. 


Ileus caused by pregnancy is rare when the uterus 
is in normal position, but cases in which pregnancy 
increases obstruction are more common. The con- 
tention made by some writers that in the latter the 
pregnancy should be interrupted in order to deter- 
mine whether the ileus will then be overcome is re- 
jected. In the author’s opinion, operative treat- 
ment should be given for the ileus and great care 
should be taken in the handling of the uterus in 
order not to interrupt the pregnancy. 

Dietrich reports a case in which a portion of 
intestine 1.5 meters long was resected because of an 
invagination. The patient recovered and a healthy 
child was born at term. Only four cases of invagina- 
tion of the intestine during pregnancy have been 
reported up to the present time. In the author's 
case there was volvulus of the invaginated intestine. 
This was attributed to the pregnancy. The diagnosis 
may be difficult as the early symptoms may be 
readily ascribed to the pregnancy. 

VoORSCHUETZ (Z). 


Rosenfield, H. H., and Schneiders, E. F.: Improved 
Phenoltetrachlorphthalein Test for Liver Func- 


tion in Pregnancy and Its Toxzmias. J. .!m. 


M. Ass., 1923, 1xxx, 743. 


The phenoltetrachlorphthalein test has been used 
to measure liver function both in normal and in toxic 
cases of pregnancy. 
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Normal cases of pregnancy show a curve coincid- 
ing with that of normal non-pregnant cases and sug- 
gesting that the so-called “liver of pregnancy” with 
its various physiological changes has no actual 
impairment of function. Toxemias of pregnancy 
show a definite relation between the degree of liver 
impairment as measured by this test and the degree 
of toxicity as evidenced by the clinical picture. 

The results obtained in several cases suggest that 
this test is a more accurate index of existing toxicity 
than the variable clinical symptoms, and that it may 
be possible by means of it to anticipate the clinical 
picture in forming an opinion as to the degree of 
toxicity present at a given time. Toxamias of preg- 
nancy, including eclampsia, show definite liver im- 
pairment, and subsequent to relief from toxic symp- 
toms there is a return of the liver function to the 
normal limits. 

The authors believe that this test gives a quanti- 
tative index of functional capacity of the liver, and 
that in the toxemias of pregnancy it will aid greatly 
as an index of treatment and assist in determining 
the time at which therapeutic abortion or induction 
of labor should be performed when these measures 
become necessary. C. H. Davis, M.D. 


Luikart, R.: Phenobarbital Sodium (Luminal 
Sodium) Treatment for Hyperemesis Gravida- 
rum. Am. J. Obst. & Gynec., 1923, xxv, 410. 


Phenobarbital sodium, gr. 1 to 2, is administered 
hypodermically. The pure or powdered form only is 
used as the milk sugar in the tablet triturates will 
often cause abscesses. In the majority of cases its 
administration every four hours will suffice, but it 
may be given at shorter intervals for three or four 
doses if relief is not prompt. If the case is seen early, 
regular feedings are continued—six a day. Great 
care must be taken in the general management. 
There should be examinations of the urine, a record 
of the total intake and output of fluids, daily blood- 
pressure determinations, and pulse, temperature, and 
respiration records. 

If the patient is starved and there has been con- 
siderable loss of weight and strength, 2 oz. of infants’ 
food, invalid formula, is given every hour, and car- 
bonated water, or tap water if preferred, midway 
between feedings. The bowels are evacuated by 
cathartics and are made to move daily with the help 
of enemata if necessary. Fluids, Fischer’s or saline 
solution, are given by rectum as needed to supply 
water and alkali reserve. The patient is not allowed 
to receive visitors and her room is kept darkened. 
When she asks for food, frequent feedings in small 
quantities are given. The amount and kind of food 
are determined by the manner in which it is retained. 
When regular meals are resumed a hypodermic dose 
of phenobarbital sodium is administered fifteen to 
twenty minutes before the meal. As food and water 
are taken and retained, the mental and physical con- 
dition improves rapidly. If the case is obstinate, it 
may be necessary to continue treatment until the 
end of the third month of pregnancy. 


153 


The sensation caused by phenobarbital sodium is 
described as a “fluid feeding” of the entire body. 

Occasionally the patient sleeps during the day and 
lies awake at night. A hypodermic of 7 gr. of caffein 
sodium benzoate administered with the pheno- 
barbital sodium will help to overcome this and will 
not interfere with the quieting effect on the nausea 
of the phenobarbital sodium. A cup of coffee serves 
the purpose somewhat less satisfactorily. The only 
ill effect of phenobarbital sodium observed has been 
urticaria. This is relieved by sponge baths of 1 per 
cent lysol solution. E. L. Cornett, M.D. 


Runnels, S. C.: Eclampsia. J. Am. Inst. Home@op., 
1923, XV, 902. 

The author reports nineteen cases of eclampsia 
without a death which were treated by a modifica- 
tion of the Tweedy, Stroganov, and c#esarean 
methods during the last three years. 

In the Tweedy treatment the entire bowel is 
emptied by a thorough cleansing. Tweedy begins 
by washing both the stomach and bowel by repeated 
washings until the water returns clear. After this 
procedure some water is left in both the stomach 
and the rectum and 2 oz. of castor oil and a drop of 
croton oil are left in the stomach. Three hours later 
this washing-out is repeated until the water again 
returns clear. The enema is repeated every three 
hours as long as the eclampsia continues or as long 
as foreign matter is obtained. 

The intestine is then kept empty except for the 
replacement of fluids, which are forced per rectum. 
No food at all is given, and, when the eclampsia 
ceases, the resumption of feeding is begun very care- 
fully as the first food often re-establishes the con- 
vulsions. Milk is the first food allowed and is 
given in small and experimental doses. Absolute 
abstinence from proteins is essential during the 
toxemia. Even the patient’s own saliva, if swal- 
lowed, is enough to cause a convulsion. Therefore 
the patient is kept on her side to drain the saliva. 

The convulsions are controlled by the older 
method of Stroganov who gives no thought to the 
possible etiology of the eclampsia but as the result 
of empiricism discovered that if the convulsions are 
subdued the toxemia will often pass. Morphine is 
the mainstay in this subjugation and is given in 
heroic doses. A half grain as an initial dose is rarely 
excessive although it is considered better to give 
two quarter-grain doses at half-hour intervals. A 
quarter-grain dose may be repeated as often as 
needed to quiet the patient until as much as 2 gr. 
has been given in twenty-four hours. 

An eclamptic patient is very immune to the toxic 
effect of morphine and the drug may be pushed until 
the respirations are below ten per minute. If the 
morphine must be supplemented, chloral per rectum 
or an anesthetic may be employed. Chloral has 
long been used in eclampsia, but it is the opinion 
of the author that it is best omitted because of its 
irritating effect on the kidney. In the choice of an 
anesthetic, chloroform must be eliminated in physi- 
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ological dose because of the similarity of its patho- 
genic action upon the kidneys and the liver to that 
of eclampsia. 

In both the Tweedy and the Stroganov treatments 
no attempt is made to force delivery. 

Veratrum viride in physiological dose, the ‘“in- 
ternal bleeding”’ of the older writers, has long been 
used. Although a few authorities still advocate it, 
men of large experience have come to the conclusion 
that it is of no advantage. Theoretically it would 
seem to be contra-indicated since it would be adding 
a drug toxemia to the toxemia already present. 

Rapid delivery is too often undertaken in cases 
of eclampsia under circumstances which render ade- 
quate work impossible. 

A cesarean section should not be done if the 
sterility has been broken or the woman has been in 
labor more than twenty-four hours. Versions and 
high-forceps operations should not be done unless 
the cervix is properly dilated and adequate assist 
ance is available. It is the opinion of the author 
that as experience with the eliminative treatment 
increases, the number of operative cases will be 
greatly reduced. C. H. Davis, M.D. 


Favreau, M., and Querrioux, F.: Pregnancy in 
Cases of Nephrectomy for Bacillosis (Gestation 
et néphrectomie pour bacillose). Presse méd., Par., 
1923, xxxi, 146. 

Many investigations reported in the literature show 
that after a nephrectomy for tuberculosis marriage 
may be permitted at the end of three years if the 
remaining kidney functions well and if, during this 
period, there was no sign of a lesion of the remaining 
kidney or other organ. In the authors’ opinion, 
pregnancy may be normal in such cases much 
sooner after the operation. During the pregnancy 
frequent urinalyses and examinations for the 
tubercle bacillus should be made. The diet should 
be restricted in order to spare the remaining kidney 
as much as possible. If complications such as severe 
nephritis develop, abortion will be necessary 

In the authors’ opinion nephrectomy is indicated 
in every case of renal tuberculosis, and especially 
if the condition is found during pregnancy. In the 
majority of cases in which nephrectomy was done 
in the course of pregnancy the evolution to term 
was without incident. W. A. BRENNAN. 


Portes, L.: The Pathogenesis and Treatment of 
Apoplexy of the Placenta (Pathogénie et traite- 
ment de l’apoplexie utéro-placentaire). Gynéc. et 
obst., 1923, vii, 56. 

On the basis of a study made of seventy-three 
cases of apoplexy of the placenta taken from the 
general literature, in which observations were made 
either in the course of an intervention or at autopsy, 
the author discusses in considerable detail the causes 
of the condition—mechanical, inflammatory, and 
toxic. 

A history of external traumatism was given in 
only three cases, and in two of these there were 


signs of toxemia. Therefore external trauma is ex- 
cluded as a common cause. Shortness of the um- 
bilical cord, relative or absolute, was given as the 
cause in two cases, but Portes questions these re- 
ports. Torsion of the uterus as a cause is also ex- 
cluded as it was disproved by experimental work 
on rabbits by Morse and was not present in any of 
the cases studied. Inflammation as an etiological 
factor is excluded by the absence of such reactions 
in the uterus. 

Toxic causes were found clinically or anatomically 
in 91.3 per cent of the cases. From this fact the 
conclusion is drawn that, in the vast majority of 
cases, premature separation of the placenta and 
utero-placental apoplexy are due toa toxic condition. 

The author discusses and attempts to explain the 
mechanism of infiltration of the uterine muscle 
with blood and of certain breaks in the peritoneum 
of the body of the uterus described by some writers 
as “external rupture of the uterus.” The latter 
lesion, he says, occurs in 15 per cent of the cases of 
apoplexy of the placenta. 

To explain the bloody infiltration Portes is in- 
clined to regard as the most probable cause the ac- 
tion of hypertension on the walls of the arterioles 
and capillaries which are altered by toxemia. Fissur- 
ing of the peritoneum he attributes to distention of 
the uterus by internal hemorrhage and possibly a 
lack of elasticity of the uterine peritoneum due to 
cedema. He agrees with Wilson that the toxin is of 
placental origin. 

In twelve cases in which delivery was accomplished 
by rapid dilatation of the cervix, both the mother 
and the child died. In the surgical treatment, 
vaginal cesarean section was done three times. 
Three of the mothers and two of the children died, 
and the fate of the third child is unknown. An ab- 
dominal cwsarean section was performed twenty 
times with four maternal and fourteen fetal deaths. 
An abdominal cesarean section followed by hyster- 
ectomy was done twenty-two times with ten ma- 
ternal and twenty fetal deaths; the fate of two chil- 
dren is unknown. Hysterectomy without cesarean 
section was performed five times with three maternal 
and four fetal deaths; the fate of the other child 
was undetermined. 

In the author’s opinion the treatment should be 
surgical intervention with abdominal cesarean sec- 
tion as the procedure of choice, and hysterectomy 
when the uterus shows gross anatomical lesions. 
He believes that when there are renal or hepatic 
lesions a local or regional anesthetic should be 
employed. S. pt Patma, M.D. 


LABOR AND ITS COMPLICATIONS 


Van Hoosen, B.: A Safe and Practical Method of 
Administering Scopolamine-Morphine Anzs- 
in Obstetrics. N. Orleans M. &S. J., 1923, 
XXV, 531. 


The method described is one of fixed dosage and 
therefore requires no tests. The patient is placed 
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under the anesthetic by gr. of morphine and 1/100 
gr. of scopolamine hydrobromate and two subse- 
quent doses of 1/100 gr. of scopolamine at one-half 
hour intervals. She is kept under the effect of the 
anesthetic by the administration of 1/100 gr. of 
scopolamine given every two hours until delivery. 

In the management during delivery a Bierhalder 
leg holder is used and the patient’s hands are se- 
cured so they cannot reach below the waistline. 
An additional dose of scopolamine may be given 
at delivery so that the interval at this time will not 
exceed one to one and one-half hours. For forceps 
delivery and minor repairs no further anesthesia is 
necessary. For extensive repairs or for version, deep 
surgical anesthesia is induced. 

The patient is not allowed to receive visitors. She 
is given plenty of water but no food as food is not 
retained. If she becomes excited, the scopolamine is 
discontinued. 

In 2,023 deliveries there were forty-eight still- 
births from various causes but none due to the anzs- 
thetic. Of three maternal deaths, one was due to 
eclampsia, one to septic peritonitis, and one to in- 
fluenzal pneumonia. Of 1,604 deliveries, 727 were 
those of multipare and 877 those of primiparz. 
Twenty-five multipare and 157 primipare were de- 
livered with forceps. Postpartum hemorrhage oc- 
curred in sixteen multipare and fourteen primipare, 
but in every case was easily controlled. 

Roy E. Cnristie, M.D. 


Gordon, C. A.: The Management of the Third 
Stage of Labor. Am. J. Obst. & Gynec., 1923, xxv, 
403. 

The author has studied the third stage of labor 
in 1,600 cases. As soon as the child is born, a tell- 
tale tape tie is loosely placed upon the cord, at the 
vulva. The fetal end of the cord is not clamped, but 
is closely tied when pulsation stops. The abdominal 
coverings are then removed and the patient is care- 
fully examined for the signs cf placental separa- 
tion. After a physiological period of inertia, the 
uterus rises above the umbilicus. It is not relaxed 
or soft, but firm in the upper segment. The lower 
uterine segment may be distended over the pubes, 
although this sign is not constant. A detached 
placenta half way through the upper segment into 
the lower or protruding through the lower uterine 
segment into the vagina may not distend the uterus. 
Descent or advance of the cord with its tape tie 
from 10 to 15 cm. is constant. 

When these two signs are noted the patient is 
instructed to bear down. If there is diastasis of the 
rectal muscles, these muscles are held firmly to- 
gether after the method of Baer and she is again 
instructed to bear down. If this is not effectual the 
placenta is expressed by placing one hand on the 
fundus of the uterus and pushing the uterus straight 
down the vaginal axis. If all these methods fail, the 
bladder is catheterized if necessary and the Credé 
method is employed, anzsthesia being induced if 
necessary. 


The membranes are treated expectantly without 
torsion. Traction may be used only after partial 
descent of the membranes. 

If the placenta is still retained, or if it has not yet 
separated, the cord is cut just within the vulva, the 
tell-tale tie being left in its place. Pituitrin is not 
given. The patient may then expel the placenta 
herself, or it may be expressed subsequently by the 
Credé method. Nothing further is done unless 
hemorrhage occurs, when the Credé method is 
used under anesthesia or, that failing, the placenta 
is removed manually. 

It is obviously no more possible to conduct the 
third stage of labor by rule than the first stage. 

In the series of 1,600 cases pieces of membrane 
were retained in four without any disturbance other 
than the pain incidental to their expulsion in a clot. 
There were nine cases of twin pregnancy with one 
placenta and five with two placentz. In none of 
these was there placental retention or postpartum 
hemorrhage. 

The author gives his conclusions as follows: 

1. The recognition of separation is of great im- 
portance. 

2. The frequent occurrence of speedy separation is 
responsible for the success of the Credé method. 

3. Indiscriminate use of the Credé method will 
cause the very end-results which that operation is 
designed to avoid. 

4. Students should be taught that the Credé 
method is for the pathologic third stage. 

5. Retention often occurs in the lower birth canal 
because of the recumbent posture of the patient and 
her inability to use her abdominal muscles which 
are then chiefly concerned in expulsion. The primi- 
tive sitting posture might be used in cases of delayed 
expulsion of the placenta. 

6. The placenta may be retained safely for many 
hours. 

7. The adherent placenta is rare. It causes no 
bleeding until partial separation occurs. 

8. The completely separated placenta causes no 
bleeding. 

9. The partially separated placenta always causes 
bleeding. This is the placenta which calls for manual 
removal. 

10. Manual removal has a high mortality, but 
a distinct indication—hemorrhage. Delay is dan- 
gerous after hemorrhage occurs. 

Detailed studies of the management of the third 
stage of labor are numerous in the literature. Gordon 
found nothing so practical or precise as Polak’s 
study in 1915. E. L. Cornett, M.D. 


Gaifami, P.: Transperitoneal Cesarean Section of 
the Lower Uterine Segment in Fifty Cases (A 
pro de 50 cas d’opération césarienne trans- 
péritonéale sur le segment inférieur). Rev. frang. 
de gynéc. et d’obst., 1923, xviii, 33. 

The author does not describe his technique in this 
article as he has done so previously, but discusses his 
cases with regard to the value of the operation, the 
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strength of the uterine scar, and the limitations of 
the technique. 

In three cases in which infection was surely 
present and in two cases in which it was suspected 
there were no deaths. In eleven cases in which a 
subsequent casarean section was performed the 
scar of the previous operation was found to be 
solid. In one case in which the uterus was removed 
in the second cesarean section the scar of the first 
operation was found to be perfectly healed, the 
mucosa being smooth throughout and the only 
trace of the scar on the outer surface being the 
silk thread used in suturing. Microscopic examina- 
tion also showed perfect healing. 

The author advocates the use of his technique in 
all cases except those showing signs of excessive dis- 
tention of the lower segment, particularly those in 
which a difficult extraction of the head is antici- 
pated; cases of placenta pravia; and cases in 
which there are many adhesions due to previous 
cesarean sections. S. Di Patma, M.D. 


Mowery, W. E.: Cesarean Section under Local 
Anesthesia. Med. Herald, 1923, xlii, 111. 


The author reports three casarean sections per- 
formed under local anesthesia. This method has the 
following advantages: 

1. It is free from danger to the mother or the 
child. 

2. There is no postoperative nausea or vomiting, 
and, as the abdominal muscles remain quiet, the 
mother is decidedly more comfortable. 

3. Shock is prevented. i 

4. Acidosis, fatty degeneration, postoperative, 
pneumonia, and paralytic ileus are not produced or 
even approached. Therefore the patient’s resistance 
is preserved and the effects of any infection which 
may have been introduced during or preceding the 
operation are greatly reduced. 

5. There is no danger of producing cerebral 
hemorrhage or emboli. 

6. In complicated cases such as renal insufficiency 
with albumin, casts, and high blood pressure, profuse 
hamorrhage, organic heart disease, chronic infection, 
and exophthalmic goiter, in which the patient’s resis- 
tance is taxed to its capacity and inhalation anes- 
thesia is decidedly hazardous if not absolutely 
contra-indicated, local anesthesia may be used with 
safety, the patient returning from the operating 
room without any perceptible change in her general 
condition. 

The disadvantages are few. There may be slight 
pain while the uterus is being delivered, but not as 
much during the entire operation as is occasioned by 
one good labor pain. The time required is a trifle 
longer, but the patient’s condition remains the same 
throughout the operation and time is not a factor as 
the entire operation seldom requires more than 
twenty-five or thirty minutes. Perhaps the most 
objectionable feature is the dread on the part of the 
patient or her relatives of an operation performed 
without narcosis. C. H. Davis, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Ssirotkin, A.: Concerning Milk Cysts: Galactocele 
(Zur Kasuistik der Milchcysten : Galaktocele). 
Moskow. M. J., 1922, ii, 34. 


In the case of a 27-year-old woman a swelling 
the size of a walnut developed in the right breast 
after lactation four and one-half years previously 
and became larger during each subsequent lacta- 
tion, while the secretion of milk diminished and {i- 
nally ceased altogether. When the patient was scen 
by the author the right breast was as large as the 
head of a newborn child, but showed no scar and 
no retraction of the nipple. Indistinct fluctuation 
was noted. Exploratory puncture yielded thick 
milk. A cyst was then removed. 

On pathological and anatomical examination it 
was found that the wall of the cyst was composed 
of connective tissue showing hyaline degeneration 
and an occasional rest of gland tissue; in addition 
there was a small fibro-adenoma in the cyst wall. 

The author assumes that the same factor which 
led to the formation of the fibro-adenoma produced 
the cyst by causing degeneration of the walls of 
the duct. At the same time the surface of the walls 
of the ducts was increased, the increased secretion 
of milk being due to this increase, while the secretion 
of milk was rendered difficult. Von Hotst (Z). 


Roberts, C. S. L.: Acute Puerperal Inversion of the 
Uterus. Brit. M.J., 1923, i, 557. 


Two cases of acute perpueral inversion of the 
uterus are reported. The first was that of a II-para 
21 years old. The first pregnancy had terminated in 
a miscarriage. The woman was healthy and had 
strong abdominal muscles. In the second labor the 
first and second stages were normal; the latter lasted 
two hours. Twenty-five minutes afterward, when 
the uterus was grasped to determine whether the 
placenta had separated, the fundus was apparently 
well contracted. The patient bore down and the 
placenta appeared at the vulva without gross ham- 
orrhage. The uterus then escaped from the nurse's 
grasp and the emerging placenta was followed by 
the completely inverted uterus with fully two-thirds 
of the placenta still firmly attached to it. The uterus 
was the size of a fetal head. Anti-shock treatment 
was at once instituted and the uterus surrounded 
with hot sterile towels, but the shock continued to 
become worse and seventy minutes later the patient 
was moribund with a faintly perceptible pulse. 
When the placenta was peeled from the uterus there 
was little bleeding and the uterus was easily re- 
placed. Transfusion of 22 oz. of the husband’s blood 
was followed by gradual improvement. Fourteen 
days later vaginal examination showed the uterus 
to be slightly bulky but otherwise normal in shape. 
consistency, mobility, and position. 

The second case was that of a 22-year-old woman. 
This patient had had a previous forceps delivery 
followed by severe postpartum haemorrhage. She 
got up on the tenth day and seemed well until the 
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sixteenth day, when during defecation she felt her 
“womb drop.”” Examination showed a sloughing 
mass, the uterus, in the vagina. Manual replace- 
ment, which was difficult and consumed forty 
minutes, was followed by uneventful recovery. 

H. W. Fink, M.D. 


Bumm, E.: Serotherapy and Chemotherapy in 
Puerperal Infection (Ueber Sero- und Chemo- 
therapie bei der puerperalen Wundinfektion). Med. 
Klin., 1923, Xix, 1. 

In the field of wound infections proof of the ef- 
ficacy of therapeutic procedures is particularly dif- 
ficult to obtain. Comparisons between animals and 
man are of only limited value because, for example, 
man is extraordinarily susceptible to streptococci, 
while in animals these micro-organisms never cause 
similar diseases. In addition, the course of wound 
infection in man is extremely variable. If the turn- 
ing point for the better coincides with the therapy, 
false conclusions are easily possible. The difficulty 
of judging is particularly great in puerperal fever, 
which runs its course in the depths of the body. 
Bumm found, for example, that cases of ascend- 
ing gonorrhoea or retained lochia are often treated 
with streptococcus serum. There are enormous dif- 
ferences between local infection and progressing 
phlegmon. 

The first step is to determine the type of organism 
which is causing the infection. The more numerous 
the cocci and chains in the lochia, the more probable 
a bacterial invasion of the living tissue. Repeated 
aerobic and anaerobic blood cultures will indicate 
the spread and prognosis of the infection. Un- 
fortunately, knowledge of the virulence of the infec- 
tion in certain cases is still very deficient and clinical 
experience shows that in wound infections this is of 
the greatest importance. The best method of de- 
termining the virulence is that of Ruge by which 
the growth of the streptococci in the blood of the 
patient is observed with the microscope. 

‘The nature and virulence of the bacterium having 
been determined, the next step is an attempt to 
render the organisms in the wound harmless by 
means of local antisepsis. For approximately twenty 
years Bumm has been aware of the impossibility of 
local disinfection of the uterine cavity. He repeated 
the experiment again with rivanol and with ether, 
but ina few hours organisms were again demonstrable 
in the secretions. If staining solutions are used it 
can be seen on section of the uterus that even after 


thorough irrigation many crypts and folds of the 
mucosa do not come into contact with the fluid. 
If a portion of infected mucous membrane is taken 
from a freshly extirpated septic uterus and placed 
for twenty minutes in a disinfectant, bacteria can 
still be grown from it. Moreover, the irrigation of a 
septic uterus is not a harmless procedure, as very 
often the first chill follows such treatment. 

Another therapeutic method consists in the sub- 
cutaneous or intravenous injection of immune bodies 
or bactericidal chemical preparations. Serotherapy 
and chemotherapy have become discredited because 
too much has been expected of them and their aid 
is called in too late. It is essential that they be 
employed early while the infective process is still 
circumscribed. Serotherapy and chemotherapy work 
best as prophylactic measures. The practice at 
Bumm’s clinic is as follows: (1) an intramuscular 
injection of 50 c.cm. of antistreptococcus serum, 
and (2) with the onset of chills, an intravenous in- 
jection of 50 to 100 c.cm. of a 1:1,000 solution of 
rivanol. Above all, the natural defense of the body 
is aided by the application of heat and the generous 
administration of alcohol. 

In 85 per cent of the cases it was possible to 
localize the puerperal streptococcic infection. Under 
sero-chemotherapy the total mortality was only 
6.9 per cent. 

The significance of bacteria in the blood in puer- 
peral infection is variable as the organisms are often 
forced into the blood stream by mechanical pro- 
cedures applied to the uterine mucosa, and most of 
them are destroyed in the subsequent chills. Much 
more serious are the spontaneous eruptions of bac- 
teria into the blood stream, but even these cases 
may be cured by injections of methylene blue. 
The therapeutic effect is indicated by the critical 
fall in the temperature, the disappearance of the 
organisms from the blood, and the loss of hemolytic 
power of the streptococci. In all cases which have 
progressed to metastatic infections, serotherapy and 
chemotherapy are useless. Probably the strepto- 
cocci are present in the purulent masses and tissues 
of the circulation and are therefore protected from 
the influence of any remedy. The situation is similar 
in septic phlegmon of the pelvic tissues. 

All in all, it may be said that the curative effect 
of serotherapy and chemotherapy is confined to the 
initial stages of the infection, but that here it is 
distinctly evident. The first days of the disease are 
decisive. ScHUBERT (Z). 
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ADRENAL, KIDNEY, AND URETER 


Speciale, F.: A Contribution to the Study of 
Hypernephroma (Contributo allo studio dell’iper- 
nefroma). Policlin., Rome, 1923, xxx, sez. prat., 207. 


The author’s case was that of a man aged 47 
years. A diagnosis of hypernephroma was made. At 
operation the right kidney was found much deformed 
by a tumor involving its entire upper portion and 
the suprarenal capsule. Following removal of the 
kidney and tumor the patient recovered. 

Histologic examination of the tumor showed that 
the reticular tissue, which was abundant, was con- 
stituted of more or less fine fibers surrounding and 
even penetrating the tubules. , 

The anatomo-pathologic and microscopic exami- 
nations confirmed the clinical diagnosis and led to 
the conclusion that the tumor originated from aber- 
rant rests of the suprarenal capsule included in the 
kidney. This view was based on the subcapsular 
situation of the tumor, the diverse cellular type of 
the renal epithelium, and the fat content of the 
cellular elements. The histologic specimens were 
prepared by the Achucarro method as modified by 
Del Rio Hortega. W. A. BRENNAN. 


Rossi, F. G.: Remarks on 206 Cases of Nephroptosis 
(Observaciones en 206 casos de nephroptosis). Rev. 
de med. y cirug. de la Habana, 1923, xxviii, 1. 


The author has observed 206 cases of nephroptosis 
in Cuba. Only one of the subjects was a negro; 174 
were females and thirty-two were males. The ages 
of the females ranged from 11 to 69 years, and those 
of the males from 15 to 55 years. In many cases 
the condition was familial and hereditary. 

In all the cases examined by the author pressure 
upon the kidney in bimanual palpation was painful, 
but Rossi is unable to affirm Lequeu’s statement 
that the mobile kidney is painful when pressure is 
made upon it to reduce it into the lumbar cavity. 
This, he believes, is an excellent diagnostic sign dif- 
ferentiating between tumors and non-complicated 
nephroptosis. It is easy to replace the mobile kidney 
while mobilization of a tumor is difficult. 

W. A. BRENNAN. 


Nemenoff, M. J.: Roentgenological Methods for 
the Recognition of Ptosis of the Kidney— 
Pneumoperitoneum (Roentgenologische Metho- 
den zur Erkennung der Nierenptose—Pneumo- 
peritoneum). Westnik Rentgenol. i Radiol., 1922, i, 
377- 


Changes in the position and form of the kidneys 
are usually not shown clearly in the ordinary roent- 
genogram. Better results are obtained with pyelog- 
raphy with the use of collargol. By this method it 


is possible to determine from the position and form 
of the ureters whether a ptotic kidney (long, wind- 
ing ureter) or a congenital dystopic kidney (short 
ureter with a straight course) is present. 

The best results are undoubtedly obtained with 
pneumoperitoneum, as this procedure allows the ac- 
curate differentiation of all the organs from their 
surroundings, including the kidney. The technique 
employed by the author is as follows: 

A dull needle fitted with a sharp stylet and a 
double-current stopcock is inserted through the skin 
of the abdominal wall to the left of the midline and 
two fingerbreadths below the umbilicus. The stylet 
is then removed and the remaining tissues are pene- 
trated with the needle alone. The stopcock is 
first connected with a syringe containing physio- 
logical salt solution and at the moment the needle 
enters the abdominal cavity the fluid from the 
syringe is injected. If no obstruction is encountered, 
the stopcock is turned and connected with two bot- 
tles, one of which contains air and the other a 
solution of corrosive sublimate; by elevation of the 
second bottle, the air from the first bottle is forced 
into the abdominal cavity, the amount being in- 
dicated by the quantity of fluid entering the first 
bottle. Except for a slight emphysema of the skin, 
the author has never seen any complications asso- 
ciated with this technique. He therefore recom- 
mends the method as entirely harmless. 

Von Hotst (Z). 


Young, H. M.: Suggestion for a Standard Tech- 
nique in the Application of the Phenolsul- 
phonephthalein Test in the Determination 
of the Relative Functional Capacity of the 
Two Kidneys. J. Missouri State M. Ass., 1923, xx, 
117. 

To be reliable, the functional test of the kidneys 
must consist in the simultaneous collection of the 
secretion of both kidneys over the same interval of 
time. The test should end as well as begin simul- 
taneously on the two sides. 

The author prevents ureteral leakage by using 
on the sound side the Garceau catheter which is 
conical. The urine then found in the bladder must 
come from the other side. 

BENJAMIN F. Rotter, M.D. 


Hinman, F.: Renal Counterbalance: An Experi- 
mental and Clinical Study with Reference to 
the Significance of Disuse Atrophy. J. Urol., 
1923, ix, 289. 

A study of the effect of increased work upon kid- 
neys made by Hinman brought out many interest- 
ing facts. After ligation of the ureter in rats for 
periods of one to six hundred days or longer the 
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average total increase in hypertrophy was found to 
be 20 per cent of the normal. Hypertrophy is a 
relative term and the size the cell attains is depend- 
ent upon the strain to which it is subjected. 

The article has a most important clinical signifi- 
cance. It points out the lack of a test to determine 
the renal reserve and the ability of the renal tissue 
to hypertrophy and, when surgical preservation of 
tissue is in point, the further determination of the 
probable action of competiiion and renal atrophy 
in the final counterbalance. The anatomical changes 
are gradual and progressive. 

In the event of a two-stage operative procedure, 
the kidneys being treated at separate operations, 
the second operation must not be too long delayed. 
Repair on the side first operated upon may be so 
stimulating as to render the work of the unoperated 
and still inefficient side unnecessary. Delay will 
therefore lead to atrophy of disuse. 

Tuomas F. Finecan, M.D. 


Papin, E.: Lavage of the Kidney Pelvis (Les lavages 
du bassinet). Arch. d. mal. d. reins et d. organes 
génilaux-urinaires, 1923, i, 280. 

The effect of lavage of the kidney pelvis depends 
upon the condition of the pelvis and ureter, the 
technique, and the fluid employed. There are three 
types of pyelitis, viz., acute pyelitis, simple pyelitis, 
and hydropyonephrosis. To the first type only in- 
stillations are applicable. In the third condition 
lavage gives only palliation or has no effect at all. 
The best results are obtained in the second type. 

For instillations, concentrated antiseptic solutions 
(especially silver nitrate 1:200 or stronger) are in- 
dicated. Although these are well tolerated by the 
pelvis, they cause considerable pain when they reach 
the bladder. This inconvenience can be overcome 
by filling the bladder with salt solution. 

In giving lavage it is necessary to fill and empty 
the bladder several times. Silver nitrate in weak 
solution may be employed. Even weak solutions 
have a strong bactericidal power. 

Permanganate of potash has a particular indica- 
tion in gonococcic pyelitis. 

Medicated oils and certain colloidal substances 
have the advantage that they remain in the pelvis 
a long time. The author has obtained the best 
results from the use of colloidal iodine which is 
remarkably well tolerated by the mucosa and has a 
high bactericidal power. The solution should be 
slightly heated before it is injected. 

The frequency of lavage must of course depend 
on the severity of the condition, but as a rule two 
lavages per week will suffice, and in subacute con- 
ditions, one a week. The lavage should be con- 
tinued until microscopic analysis of the urine demon- 
strates asepsis. 

Lavage of the renal pelvis causes cessation of pain, 
sterilizes the pelvis, and decreases urinary retention. 
The first result is obtained rapidly. The last can- 
not be obtained in all cases. The inflammatory 
dilatation caused by pyelitis can be diminished or 


even entirely overcome if the infection is recent, but 
in cases of mechanical dilatation prior to the infec- 
tion, cases of infected hydronephrosis, lavage will 
not alter the size of the sac. W. A. BRENNAN. 


Caulk, J. R.: Megalo-Ureter: The Importance of 
the Uretero-Vesical Valve. J. Urol., 1923, ix, 315. 


The occurrence of an enormous dilatation of the 
ureter without any evidence of pathologic effect 
upon the renal pelvis or parenchyma is reported for 
the first time. The embryological causes are con- 
sidered and the condition is compared to Hirch- 
sprung’s disease. Treatment by dilatation is inef- 
fective but simple incision of the uretero-vesical 
orifice gives good results. In the female this can 
be done by means of a special scissors placed beside 
the cystoscope. Tuomas F. Finecan, M.D. 


BLADDER, URETHRA, AND PENIS 


Kidd, F., and Turnbull, H. M.: Angiomyoma of 
the Urinary Bladder. Surg., Gynec. & Obst., 1923, 
XXXvi, 467. 


The authors report a case of angiomyoma of the 
bladder in a man 29 years of age. The only symptom 
was urinary obstruction followed by catheter cysti- 
tis. Cystoscopy and operation revealed a smooth 
pedunculated tumor about the size of a date and 
with the appearance of a ripe raspberry. Micro- 
scopically this proved to be an angiomyoma of 
polypoid papillomatous form. The conclusions 
drawn are: 

1. Angioma or angiomyoma is probably the 
most rare type of tumor occurring in the urinary 
bladder. 

2. If a diagnosis can be made at an early stage, 
operation may be successful and should lead to a 
permanent cure. 

3. If the growth is not detected until a late stage, 
operation may be impossible and death may occur 
from hemorrhage. O. E. Napeau, M.D. 


Lower, W. E.: Disposition of the Ureters in Certain 
Abnormal Conditions of the Urinary Bladder. 
J. Am. M. Ass., 1923, 1xxx, 1200. 


The author believes that transplantation of the 
ureters into the rectum and sigmoid is the best 
method of treating most abnormal conditions of the 
bladder, especially exstrophy. The method of trans- 
plantation which is associated with the lowest op- 
erative mortality and greatest ultimate comfort is 
transplantation into the sigmoid or rectum. 

Regarding the time at which the transplantation 
should be done, the author believes that in the cases 
of children the operation should be deferred until 
the patient has reached the age at which he can be 
trained to control the anal sphincter and should 
then be done as soon as possible in order that the 
control of the anal sphincter for urine as well as for 
faces may be acquired most easily and completely 
and the child may mingle with his fellows and begin 
his schooling at an earlier age. 
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Preliminary to the operation the function of the 
kidneys is checked up by an examination of the 
blood and the use of dyes. For two days before the 
operation the bowels are cleansed, and on the day 
of operation a rectal douche is given. The patient is 
placed in the Trendelenburg position and the ab- 
dominal viscera are held out of the pelvis by gauze 
packing. The author uses the intraperitoneal method 
of approach and transplants the ureters into the 
bowel by the submucous implantation technique 
of Coffey. Two or three weeks after the trans- 
plantation of one ureter the other is similarly 
transplanted. 

The author believes that an important part of 
the treatment is the use of a rectal tube following 
the transplantation until the rectum becomes ad- 
justed to the presence of urine. The administration 
of saline rectal douches is also of importance. 

The author’s series of bilateral transplantation 
of the ureters into the large intestines includes six- 
teen cases, three of carcinoma and thirteen of ex- 
strophy of the bladder. Although the sphincteric 
control varies, in no instance in this series has it 
failed completely, and nearly every patient is able 
to hold the urine for from three to four hours. One 
patient is able to hold it for eight hours. 

Henry L. SANrorp, M.D. 


Cété, C. R., and Smith, G. G.: Chronic Urethritis 
in Women. Boston M. &S.J., 1923, \xxxviii, 590. 


Chronic urethritis in the female is characterized 
by frequency of urination and pain on voiding. The 
cause is probably an antecedent infection which has 
left definite pathologic changes. The treatment is, 
first, dilatation of, the urethra to 30 F. and then the 
direct application of 20 per cent silver nitrate to 
the urethral mucosa through the urethroscope. A 
number of treatments are necessary. 

Roy E. Curistir, M.D. 


MISCELLANEOUS 


Brown, G. V. A., and Corbeille, C.: Observations 
with Comments on a Study of the Urinary 
Tract of Eighty Fetuses and Young Infants. 
Am. J. Obst. & Gynec., 1923, Vv, 358. 


It is a striking fact that in a study of eighty 
fetuses and young infants only twenty-five (31.25 
per cent) were found entirely free from disease. 
While in 13.75 per cent only slight changes such as 
oedema and passive congestion were found, these 
also confirm the evidence that the kidney is a vulner- 
able and exceedingly responsive organ from its 
earliest stages of development. The material was not 
selected, all that was available being studied. The 
authors reach the following conclusions: 

1. Evidence of chronicity becomes apparent at an 
early age, even in the early months of fetal life. 

2. Blood-vessel involvement is not a constant 
accompaniment of luetic changes in early life. 

3. Renal hemorrhages, both primary and second- 
ary, are not rare in fetuses and young infants. 


4. Inflammatory changes in the fetal kidney may 
be either acute or chronic, primary or secondary, 
infectious or non-infectious (chemical). 

5. Malignant kidney tumors of sarcomatous na- 
ang may be found during the very early months of 
ife. 

6. Renal calculus occurs in early life (prenatal 
and early postnatal). 

7. The kidney forms urine months before the 
maturity of the fetus, and probably in considerable 
quantity. The fetus may develop a toxemia from 
retention in its blood stream of kidney products, 
independent of the blood stream or kidney efficiency 
of the mother. 

8. There is apparently a close relationship be- 
tween the kidney and the brain and the adrenals. 

L. Cornett, M.D. 


Dondero, A. P.: Causes of Error in the Roent- 
genological Diagnosis of Calculosis of the Uri- 
nary Tract (Cause di errore nella diagnosi radiolo- 
gica della calculosi delle vie urinarie).  Policlin., 
Rome, 1923, xxx, sez. prat., 169. 


Medical literature contains the reports of many 
cases in which a diagnosis of urinary calculi was 
made but no stones were found at operation. The 
causes of error may be in the abdomino-costal walls, 
the kidneys and ureters, or other parts of the ab- 
dominal cavity. 

Dondero discusses these causes of error in detail. 
Those occurring in the abdomino-costal wall include 
cornified cutaneous warts, small fibrous tumors, cal- 
cified subcutaneous glands, calcifications in cica- 
trices, bone formation in laparotomy cicatrices, in- 
jected substances such as iodine, trichinosis, ossify- 
ing myositis, calcification of serous burs and of the 
dorsal muscles, calcification in cold abscesses, sesa- 
moid bones of the obturator muscle tendons, and 
foreign bodies. 

Conditions in the skeleton and ligaments causing 
error are calcification of the costal cartilages, false 
ribs, zones of condensation in the apices of the trans- 
verse processes, fragments of fractures of the trans- 
verse processes, exostoses of the iliac bone, and cal- 
careous deposits in the ischiatic spine. 

Causes of error occurring in the arteries and veins 
include calcification at the bifurcation of the aorta. 
calcification of the middle tunic of a large vessel, and 
calcification of the vasi deferenti (Dondero has 
observed a case of calcification of the internal and 
external iliac arteries). 

In the kidneys and ureters causes of error in diag- 
nosis include caseous renal tuberculosis, calculous 
degeneration of the suprarenal capsules, phleboliths 
in the renal veins, calcification of the ureter, non- 
calcified glands of normal consistency, and calcitied 
glands. 

Causes of error in other parts of the abdominal 
cavity include biliary calculi, calcification of a car- 
cinoma of the head of the pancreas, extra-uterine 
pregnancy, calcified fibromyomata, calcification of 
the uterine vessels, calcareous deposits in the ova- 
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ries, dermoid cysts, calcifying cysts of the broad 
ligament, etc., opaque bodies in the digestive tract, 
calcified peritoneal and mesenteric glands, and calci- 
fication in the omentum. 

In the diagnosis of vesical calculi errors may arise 
from foreign bodies in the vicinity of the bladder, 
intestinal calculi, calculi of the urethra and prostate, 
or a dermoid cyst of the ovary. It is known that 
so per cent of bladder calculi may be passed un- 
detected by the X-ray because of their slight opacity. 

W. A. BRENNAN. 


Kretschmer, H. L.: Keratodermia Blennorrhagica. 
J. Am. M. Ass., 1923, \xxx, 993- 


Keratodermia is a very rare complication of 
gonorrhoea. It occurs as a rule in the male, and is 
characterized by three cardinal signs, viz., arthritis, 
urethritis, and hyperkeratosis. From the presence 
of these signs the diagnosis can be made readily. 

The treatment should be directed toward cleaning 
up the focus of infection in the prostate gland and 
seminal vesicles by massage and irrigations or 
instillations. Arsenic in the form of neo-arsphen- 
amin was used by Doble-Lees with good results. 

Kretschmer gives a detailed report of a case which 
recently came under his observation. 

FE. C. RospitsHek, M.D. 


Stern, D., and Rypins, H.: The ‘‘Local’’ Wasser- 
mann Reaction: A New Diagnostic Aid in 
Primary Syphilis. Minnesota Med., 1923, vi, 167. 


A positive diagnosis of syphilis in the primary 
stage of the disease is based on: (1) the history of 
exposure, with the time of occurrence and the dura- 
tion of the lesion; (2) the appearance of the lesion 
and its association with satellite lymphadenitis or 
secondary eruption; (3) the Wassermann reaction of 
the blood serum; (4) the finding of the spirocheta 
pallida with the dark-field microscope; and (5) the 
“local”? Wassermann reaction, with which this paper 
is especially concerned. 

A positive dark-field examination is the most reli- 
able aid in the diagnosis of primary chancre, and in 
the hand of experts is positive in about 75 per cent of 
cases. 

This test is made by collecting 0.1 c.cm. of the 
serum from the suspicious lesion in capillary tubes. 
The lesion is sponged off with normal saline so- 
lution, dried, and squeezed. A small amount of 
blood will not interfere with the reaction. The col- 
lected serum is then diluted from 1 to 8, 1 to 16, and 


1 to 24 when possible. The routine Wassermann test 
of the venereal division of the State Board of Health 
is performed. 

In the authors’ series there were forty-three cases 
of demonstrated primary syphilis, and five cases of 
non-luetic lesions. These may be divided into the 
following groups: 

Group 1, twelve cases with positive blood-Wasser- 
mann reactions, positive dark fields, and positive 
“local” Wassermann reaction; Group 2, one case 
with a positive blood-Wassermann reaction, a nega- 
tive dark-field examination, and a positive “local” 
Wassermann reaction; Group 3, twenty-nine cases 
with a negative blood reaction, a positive dark-field 
examination, and a positive “local’’? Wassermann re- 
action; Group 4, one case with a negative blood 
reaction, a negative dark-field examination, and a 
positive ‘‘local” Wassermann reaction; and Group 
5, five non-syphilitic cases with a negative blood 
Wassermann, a negative dark-field examination, 
and a negative ‘local’? Wassermann reaction. In 
the forty-three cases the blood Wassermann was 
positive in only thirteen (30.2 per cent) and the 
dark-field examination in 95.3 per cent, while the 
‘local’? Wassermann test was positive in 100 per 
cent. 

Local treatment of the lesion with anti-spiroche- 
ticides will not interfere with the ‘‘local’”’ Wasser- 
mann test. 

The following conclusions are drawn: 

1. The ‘“‘local’”’ Wassermann reaction, carried out 
on the surface sera of chancres in forty-three cases of 
demonstrated primary syphilis, was positive in all 
cases. It was negative on the sera from five proved 
non-luetic lesions. 

2. Of these forty-three cases of primary chancre, 
the dark field was positive in forty-one (95.3 per 
cent), and the blood Wassermann in thirteen (30.2 
per cent). 

3. Treatment of the lesion with anti-spiroche- 
ticides, even when the spirochetes have disappeared, 
does not interfere with the reaction. 

4. When a dark field is not available or the ex- 
amination is negative, the “local”? Wassermann test 
is the only method of making a positive diagnosis of 
primary chancre. 

5. The “local”? Wassermann test is a simple and 
practicable procedure for the diagnosis of primary 
chancre, and the reliability of the results obtained is 
comparable with that of the findings obtained with a 
dark-field microscope. James A. H. Macoun, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bastianelli, R.: On the Diagnostic and Therapeutic 
Importance of Some Typical Tender Bone 
Points. N. York M. J. & Med. Rec., 1923, cxvii, 
125. 

The attention of clinicians is called to the fact 
that many painful conditions are associated with 
typical bone points situated in the apophysis at the 
insertion of ligaments, capsules, and muscular at- 
tachments. The location of these points is as follows: 

In the shoulder, at the pectoral-deltoid interstice 
in the styloid process of the radius; in the elbow, at 
the attachment of the external lateral ligament to 
the humerus; in the knee, anteriorly on the internal 
tibial condyle and the head of the fibula; the ankles; 
at the tips of the malleoli; in the vertebral spines; 
and in the tip of the coccyx. 

These clinical manifestations are often termed 
idiopathic or functional disturbances and are often 
confused with neuritis and arthritis. 

The treatment has been specific, consisting of 
local injections of 3 to 5 per cent phenol into the 
tender bony points. E. J. BerkKHEISER, M.D. 


Dambrin, C., and Miginiac, G.: The Diagnosis of 
Syphilis of the Diaphyses of the Long Bones 
(Le diagnostic de la syphilis diaphysaire des os 
longs). Arch. franco-belges de chir., 1923, XXVi, 114. 


Very frequently syphilitic lesions of the bones are 
diagnosed as tuberculous tumors, osteitis, osteo- 
sarcoma, chronic osteomyelitis, etc. Therefore the 
authors contend that such diagnoses should not be 
made until clinical, X-ray, and biological examina- 
tions have excluded syphilis. They report six cases 
of syphilis of the diaphyses of the long bones. These 
were as follows: a gumma of the femur in an adult 
with hereditary syphilis; syphilis of the radius and 
ulna; ulcerous gummata of the tibia in a case of 
hereditary syphilis; syphilis of the tibia; syphilitic 
osteitis of the ulna with spontaneous fracture sug- 
gesting chronic osteomyelitis; and latent syphilis of 
the radius. In only two of these did the symptoms 
suggest a syphilitic lesion, and most of them had 
been incorrectly diagnosed previously. 

The authors state that the diagnosis of bone 
syphilis can and should be made from the clinical 
findings confirmed by the X-ray. The treatment 
should be exclusively medical. W. A. BRENNAN. 


Hartwich, A.: Joint Mice (Beitrag zur Lehre der 
Gelenkmaeuse). Arch. f. klin. Chir., 1922, Cxx, 732. 


The author made a histologic study of several 
joint mice obtained from three patients. In two 
cases there was a history of injury and the joint 


mice still contained well-preserved particles of car- 
tilage. In the third case there was no trauma or 
arthritis deformans. Although the author was un- 
able to find any granulation tissue in the joint 
mouse in this instance, he believes that osteochondri- 
tis dissecans may have been present previously and 
had healed at the time of operation. 
VORDERBRUGGE (Z). 


Kalima, T.: |The Anatomical Structure of Neoar- 
throses (Ueber den anatomischen Bau der Neoar- 
throse). esti arst, 1922, i, 258. 


Autopsies performed on two cases from the Leipzig 
Surgical Clinic, in which, one month ago and one 
year ago respectively, Payr mobilized an ankylosed 
elbow joint, made possible an accurate study of the 
formation of neoarthroses. Earlier observations had 
shown that in the first stages of neoarthrosis there 
is a mucous sac formation in which degenerative 
processes predominate, particularly in the trans- 
plant, but that later the degenerative processes are 
supplanted by constructive processes which lead to 
the formation of a joint. In both cases studied the 
humeral end of the joint was covered with a fat- 
fascia flap with the fatty surface lying against the 
ulnar end of the joint, the head of the radius was 
resected, and another fat flap was interposed be- 
tween the radius and ulna. 

In the case operated on one month ago the middle 
flap showed a marked degenerative process with the 
beginning formation of a cavity, while the peripheral 
flaps had been partly replaced by connective tissue 
rich in cells. An organic relationship between the 
transplant and the ends of the bone was everywhere 
in evidence. 

In the second case the joint ends were covered 
with a very thick whitish tissue and there was a 
well-formed joint cavity. The joint surfaces con- 
sisted of firm, fibrous connective tissue. A cartila- 
ginous metaplasia was not observed. The inner 
surface of the capsule had everywhere undergone a 
change into a synovial membrane. The new joint 
had all the mechanical and functional characteris- 
tics of a normal joint. Harms (Z). 


Loehr, W.: A Contribution on So-Called Myositis 
Ossificans Progressiva (Ein Beitrag zur soge- 
nannten Myositis ossificans progressiva). Deuische 
Ztschr. f. Chir., 1922, clxxv, 238. 


The disease under discussion attacks only persons 
who are under 20 years of age and without heredi- 
tary taint, and occurs more frequently in males 
than in females. Frequently the ossification of the 
muscles begins at an early age. The first symptoms 
are gradually developing vague, rheumatic pain 
localized chiefly in the neck and back between the 
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scapula. Sometimes acute painful swellings form 
under the skin. Usually there is no increase in the 
temperature, but in some cases there may be slight 
fever (up to 38.5 degrees C.). The subjects are re- 
garded as weaklings and are generally backward. 
A curious characteristic of the condition in a very 
large percentage of cases is microdactylia of the 
thumbs and great toes. The disease spreads almost 
symmetrically, especially in the deep neck and back 
muscles along the spinal column on both sides. In 
advanced stages even the muscles of mastication are 
involved, the resulting trismus seriously interfering 
with nutrition. The heart, diaphragm, larynx, the 
perineal muscles, the muscles of the genital appa- 
ratus, the eyes, tongue, recti abdominis, and the 
peripheral aspect of the arms and legs are seldom af- 
fected. The disease progresses slowly, usually with 
intermissions, and causes death through inanition 
or phthisis. Recovery and an absolute stationary 
condition are rare. 

Research with regard to the etiology has been 
without result. Treatment is generally futile, but 
recently improvement under roentgen irradiation 
has been reported. 

The author gives a detailed description of the 
case of a man of 20 years. In this case a specimen 
of bone was removed under local anesthesia and 
examined with care. The pathologico-anatomical 
development of the entire process is explained as 
follows: 

First, a proliferation of the connective tissue 
occurs. This causes oedema through obliteration of 
the blood vessels, and a hyalinization of the inter- 
cellular tissue through a change in the metabolism. 
The hyalinization furnishes the basis for the cal- 
cification, and the latter is followed metaplastically 
by true ossification. LoEFFLER (Z). 


Contargyris, A.: A Case of Traumatic Cubitus 
Varus (Un cas de cubitus varus traumatique). 
Rev. d’orthop., 1923, XXX, 161. 


Under the name “cubitus varus” has been 
designated a deformity of the elbow in which the 
axis of the forearm forms with that of the arm an 
angle opening inward instead of outwardas normally. 
Contargyris reports the case of a man aged 24 
years who, at the age of 6 years, fell from a height 
on his left side and broke his left elbow. 

There are two theories of traumatic cubitus varus, 
the osteogenetic theory and the theory of vicious con- 
solidation. According to the osteogenetic theory the 
deformity is due to the fact that the fracture of the 
external condyle, oblique from above downward 
and from without inward, does not involve the carti- 
lage in its external part but involves it internally 
about the trochlea. Therefore there is unequal 
growth of the trochlear and condylar portions of the 
inferior extremity of the humerus, the hypertrophied 
condyle is displaced beneath the level of the trochlea, 
and the line of rotation of the elbow passing through 
these two articular eminences becomes oblique 
downward and outward. W. A. BRENNAN. 


Michelsson, F.: Primary Infectious Osteomyelitis 
of the Ribs (Einege Beitraege zur Frage der prim- 
aeren infektioesen Osteomyelitis der Rippen). Arch. 
f. klin. Chir., 1922, cxxii, 314. 

Purulent osteomyelitis of the ribs is a well-defined 
pathologico-anatomical and clinical entity constitut- 
ing about 1 per cent of all cases of osteomyelitis. 
Although it is often found in elderly persons, it 
must be considered a disease closely associated with 
the growth and formation of the vessels in the ribs. 
The clinical differences between osteomyelitis of the 
ribs and that affecting the long bones are due to the 
hidden location and anatomical peculiarities of the 
former. In most cases the onset is sudden, with 
chills, fever, and anorexia; in severe cases there is 
coma or delirium. Locally there is often only a dull 
chest pain which is increased by movement of the 
body and deep respiration. Later there is abscess 
formation on the chest wall or on the back, depend- 
ing on the location of the focus. 

In the differential diagnosis, diseases of the lungs 
and pleure can be ruled out by means of the X-ray. 
In subpectoral lymphadenitis the axillary glands are 
involved and the pain on bending, which is charac- 
teristic of osteomyelitis of the ribs, is absent. In 
chronic fistulous cases, syphilis, tuberculosis, and 
typhoid must be considered. 

The treatment is surgical, and operation should 
be performed as soon as possible. RAESCHKE (Z). 


Lupo, M.: Development of the Upper Vertebra and 
Occipitalization of the Atlas (Manifestazione di 
vertebra occipitale od occipitalizzazione dell’at- 
lante?) Chir. d. organi di movimento, 1922, vi, 625. 


In the terminal vertebre of each segment of the 
spine there is a peculiar instability of formation by 
virtue of which vertebrae may be abolished or de- 
veloped with a morphology akin to that of the 
contiguous segment. Anatomists have long studied 
these facts, but the introduction of the X-ray has 
helped in their clinical demonstration. We have 
been taught to accept the possibility of two differ- 
ent regional heteromorphoses of vertebra, a caudal 
development and a cranial development in the 
group caudal to the skull. 

The vertebral theory of the formation of the skull 
has been very generally accepted. Anatomical and 
embryological research has attempted to demon- 
strate the segmentation of the occipital bone in 
particular. In proof of the segmental tendency of 
the bone to approach a form like that of vertebre 
caudal to it certain demonstrated anomalies have 
been cited, viz.: (1) transverse or paracondyloid 
processes on the occiput, (2) basilar processes, (3) 
a third condyle, (4) ossification of the suspensory 
ligament to the axis, (5) an articular facet on the 
anterior border of the foramen magnum, (6) a 
raised lip on the foramen magnum, and (7) sub- 
division of the hypoglossal canal. 

The author attempted with roentgenograms to 
standardize the hitherto unexplained shadows in the 
occipito-atlas region in the light of the anatomical 
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findings mentioned. Both lateral, antero-posterior 
(through the mouth), and oblique views of this 
region were used. 

Five cases with occipito-atlantoid anomalies are 
reviewed in detail. The first, which may be cited 
as an example, was characterized by a_ brachio- 
cephalic head, cervico-dorsal scoliosis, torticollis, 
asymmetry of the face, and marked limitation of 
the movements of the neck. The patient was a 
23-year-old girl whose father and mother were liv- 
ing and well. The family history was negative as 
regards deformities. The patient’s birth had been 
normal and she had had no illnesses. She came for 
X-ray examination for suspected suboccipital Pott’s 
disease. This was believed to be the cause of the 
torticollis, but had been present since infancy. 

The X-ray showed a high-grade occipital assimi- 
lation of the atlas. The three adjacent cervical 
vertebra were fused into one mass. Partial basal 
segmentation of the odontoid, dorsalization of the 
seventh cervical vertebra, and deformities in the 
dorso-lumbar spine were found. All traces of a free 
atlas were wanting. 

The author concludes from his investigations that 
a revision of this entire subject is necessary as his 
observations indicate that in the published cases 
there is no proof of the development of occipital 
vertebra, and the anomalies should be interpreted 
as due to occipital assimilation of the atlas. 

KELLOGG SpEED, M.D. 


D.: Three Cases of Sacralization of the 
Fifth Sacral Vertebra (Drei Faelle von Sakraliza- 
tion des fuenften Lendenwirbels). Clujul med., 1922, 
ill, 49. 

As a rule the pain in cases of sacralization of the 
fifth sacral vertebra is attributed to spondylitis, 
arthritis of the spine, or simple neuralgia. To de- 
termine the true cause an X-ray examination is 
essential. For this, the patient’s pelvis should be 
raised. 

Negru reports three cases in which the spinous 
processes were hypertrophied, partly symmetrical, 
partly asymmetrical, and were grown to the iliac 
and sacral bones. Before the X-ray was used the 
condition was believed to be spondylitis. 

According to American and French investigators, 
the pain associated with sacralization of the fifth 
sacral vertebra is caused partly by compression, 
friction, or traction, and partly by pressure on the 
fifth lumbar nerve. In the treatment Negru has 
found that the roentgen ray gives excellent results. 

Petco (Z). 


Leontjewa, L.: Spondylitis in Children (Spondylitis 
bei Kindern). Verhandl. d. Russ. Chir. Pirogoff- 
Ges., Petrograd, 1922. 


Since 1909, 125 cases of spondylitis in children 
have been admitted to the hospital with which the 
author is connected. Fifty-five of the patients 
were between 2 and 5 years of age and fifty between 
5 and 1o. In 36 per cent of the cases, most of 


them thoracic cases, there were cord symptoms, 
and in 64 per cent, most of them lumbar cases, 
there were cold abscesses. Fourteen of the patients 
died in the hospital. 

The Albee operation was seldom performed. Sub- 
jective symptoms were usually easily alleviated, but 
in one case severe pain and limitation of motion 
developed one year after operation and there was 
a marked lordosis below the transplant which held 
the second lumbar vertebra. The roentgen picture 
revealed a fan-shaped gaping in front of the verte- 
bral body. In addition there was a decrease in 
body length. Improvement resulted from rest, ex- 
tension, and massage. 

Weber ascribes the disappearance of symptoms 
to spontaneous loosening of the bony wedge splint 
from the spinous process of the third lumbar ver- 
tebra. He is opposed to the Albee operation in 
early childhood. 

In the discussion of this paper Wreden stated that 
he makes curved incisions through the spinous proc- 
esses, but does not use the chisel. The bone splint 
is laid within a shallow cavity made in the spinous 
processes with a concave rongeur. Bony union 
cannot be expected for months, and until it is ob- 
tained weight-bearing must be prevented. 

Smirnoff mentioned the case of a 52-year-old 
woman with paresis of the lower extremities who 
became completely paralyzed after the Albee opera- 
tion. A costotransversectomy by Menard’s method 
with curetting of granulations brought about 
improvement. 

Schaack stated that present conditions in Russia 
justify the frequent performance of the Albee opera- 
tion because it does away with the rest cure and 
general treatment. Special treatment in sanatoria, 
however, improves the results. 

Korneff, in summing up, placed the mortality in 
cases operated upon at 4 per cent, and in cases 
treated conservatively at 17 per cent. According 
to Petrograd statistics, good results are found a/ter 
two to three months in g2 per cent of the cases. 

VON DER OSTEN-SACKEN (Z). 


Duchowskoi, S. M.: Traumatic Spondylitis (Ueber 
traumatische Spondylitis). Nowy Chir. Arch., 1922, 
ii, 323. 

Since Kuemmell in 1891 first described a peculiar 
type of traumatic spondylitis, ‘‘ Kuemmell’s disease” 
has been the subject of much discussion. Kuem- 
mell described the condition as a peculiar rarefying 
osteitis of the vertebre. During the war these 
cases increased in number. Of 500 patients with 
injuries to the spinal column who passed through 
the Traumatological Institute, eighty-five had a 
diagnosis of traumatic spondylitis. In the literature 
the author could find only thirty-five cases. In this 
article he reports ten typical histories from his own 
large material. 

Clinically two periods can be distinguished, the 
first characterized chiefly by acute symptoms of 
concussion and injury to the back, and the second 
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by deformity of the spinal column. Prominence of 
a vertebra is not noted before four to six months or 
even later. In 80 per cent of the cases reviewed the 
twelfth dorsal and first lumbar vertebre were af- 
fected. As a rule the trauma was a direct, heavy 
impact or fall on the back. The treatment consists 
of extension, the use of a plaster jacket for six to 
twelve months, and the use of a removable leather 
corset for not less than a year. ScHAACK (Z). 


Mouchet, A., and Roederer, C.: Some New Ideas 
with Regard to Congenital Scoliosis (Quelques 
notions nouvelles relatives 4 la scoliose congénitale). 
Rev. d’ orthop., 1923, XXX, 19. 

Congenital scoliosis may be classified clinically as 
scoliosis noted at birth and scoliosis manifested later. 

Scoliosis visible at birth includes scoliosis with 
and without apparent bone anomalies. The latter, 
which is the more common, includes scoliosis with 
supernumerary half-vertebra. The supernumerary 
half-vertebra is often found to the left of the lumbar 
region and between the first and second lumbar ver- 
tebra. 

Scoliosis due to unilateral atrophy of one vertebra 
is manifested late. That which is associated with a 
lumbosacral malformation is rather common but is 
almost the latest to appear. 

In conclusion the authors emphasize the impor- 
tance of bearing congenital scoliosis in mind in deal- 
ing with so-called ‘essential scoliosis.” 

W. A. BRENNAN. 


Sarantis-Papadopoulos, A.: Can Fixed Scoliosis 
Be Cured? The Value of Abbott’s Method (La 
scoliose fixée guérit-elle? Sur la valeur de la méthode 
d’Abbott). Rev. d’orthop., 1923, Xxx, 35. 


The author gives a critical review of the treat- 
ment of fixed scoliosis, discussing in particular the 
Abbott method. Abbott’s method can effect a cure 
only when the scoliosis is easily reduced, the spine 
can be hypercorrected, and the treatment can be 
continued for from several months to several years. 

Abbott’s method is the only rational method and 
the only procedure which can cure a true scoliosis 
of medium severity. Spontaneous recovery from 
scoliosis is now considered impossible as cases of 
such recovery which have been reported were found 
to be only cases of false scoliosis or scoliotic atti- 
tudes which tend toward spontaneous cure. In 
true scoliosis there is aggravation of the fixation. 
In time, Abbott’s method will undergo further 
modifications which will make it less severe. 

W. A. BRENNAN. 


Buzzi, A.: Hydatid Cyst of the Hip Bone (Sobre 
un cas de quiste hidatidico de hueso coxal). Rev. 
Asoc. méd. argent., 1922, Xxxv, 756. 


Hydatid cysts occur rarely in the large bones. Of 
thirty-seven cases of cysts in the pelvic girdle col- 
lected by Landivar twenty-three were fatal, nine 
were cured, and the result in the others was un- 
known. The parasite may remain latent in the bone 


for a long time until pain or an injury forces the 
patient to seek aid. There are three types of cyst, 
the unilocular, the multilocular, and the alveolar. 
The most common is the multilocular. In the 
spongy tissue of the bone this causes a lesion char- 
acterized by the infiltration of small vesicles which, 
in their development, produce a true death of the 
spongy tissue with the formation of sequestre and 
ultimately of bone abscesses which invade the neigh- 
boring organs and end in surface ulcerations and 
fistulz. 

The author reports the case of a man of 35 years 
who had multilocular sacrococcygeal cysts. The 
condition began five years previously but its evolu- 
tion was hastened by an injury occurring later. The 
abscesses opened spontaneously through several fis- 
tule which discharged purulent fluid and hydatid 
membranes. The X-ray showed that the lesion in- 
vaded the internal iliac fossa and the hip joint. At 
operation the hip bone was found almost completely 
destroyed. The patient died a few hours later. 

W. A. BRENNAN. 


Waldenstroem, H.: On Coxa Plana. Acta chirurg. 
Scand., 1923, lv, 577. 


Waldenstroem claims that he and Legg deserve 
priority in the description of coxa plana. They de- 
scribed this disease of the hip in 1909 and it was 
not until 1910 that articles were written on this 
subject by others. 

The etiology is still uncertain. 

Since observing his first case in 1907 Waldenstroem 
has followed the course of forty cases clinically and 
with the X-rays. The condition seems to have a 
definite course of from five to six years. Its stages 
are given as follows: 

1. The evolutionary period: (1) the initial stage 
lasting from one-half to one year; (2) the fragmenta- 
tion stage lasting from two to three years. 

2. The healing period, lasting from one to two 
years. 

3. The growing period, lasting until growth is 
completed. 

4. The stage after growth is completed. 

The end-results appear to be the same in both the 
treated and the untreated cases, but traction ap- 
pears to be indicated in the earlier stages when the 
head and neck are soft. If pain and contractures 
are present, immobilization is necessary. Open 
operations are contra-indicated. 

E. J. Berknetser. M.D. 


Koenig, F.: Internal Injuries of the Knee Joint 
(Binnenverletzungen des Kniegelenks). Therap. d. 
Gegenw., 1922, Ixiii, 448. 

The author reports seventeen cases of internal 
injury of the knee joint observed during the last 
two years. In twelve, the menisci were affected. 
The force need not be considerable; two of the pa- 
tients were not aware of an accident. Objective 
clinical symptoms also may be totally missing, only 
atrophy of the quadriceps confirming the complaints. 
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The interpretation of the X-ray picture is often 
very difficult. A ruptured crucial ligament and de- 
fects in the surface of the cartilage can perhaps be 
recognized with certainty, but the nature of the 
meniscus injury is often impossible to determine. 
In the diagnosis the contrasting picture obtained 
after filling the joint with oxygen or filtered air 
has proved of value. The author has not been able 
to make up his mind to use arthro-endoscopy after 
the method of Bircher. 

In the cases reviewed the operation often revealed 
other lesions besides the chief one shown by the 
X-ray. In one case it disclosed, besides the meniscus 
injury, a longitudinal tear in the anterior crucial 
ligament with the formation of a node in one part. 
In several cases longitudinal tears were found on the 
free surface of the femoral condyle. 

The operation was usually performed under local 
anesthesia. To open the joint a lateral transverse 
incision is often sufficient. In other cases, a lateral 
longitudinal incision is indicated, especially when 
the pain is higher up in the capsule. Textor’s in- 
cision severing the patellar ligament in front has 
also been used. Even severance of the lateral liga- 
ment may be considered. 

The result of the operation is very good when 
careful after-treatment with hot air, early massage, 
movement, and gymnastics is given. The author 
has never attempted to suture a torn meniscus. 
According to the findings of Bircher in ninety-nine 
cases and of Baumann in six, the danger of arthritis 
deformans after partial or complete removal of one 
or both menisci is merely theoretical. Even sever- 
ance of the lateral ligament or the patella does not 
influence the final result. It is of importance that 
the operation be performed before stiffness or 
arthritis deformans has developed. HaAuMANN (Z). 


Nové-Josserand: Anatomical Types of Flat-Foot 
(Formes anatomiques du pied plat). Rev. d’orthop., 
1923, XXX, 117. 

The X-ray has shown that there are different 
anatomical types of flat-foot. Some are character- 
ized by a certain displacement of the astragalus, 
others are congenital, while others show the presence 
of a calcaneo-scaphoidal synostosis. 

Simple flat-foot studied roentgenographically 
shows these characteristics: (1) a modification of 
Chopart’s joint, (2) encroachment of the head of the 
astragalus and the scaphoid on the calcaneum and 
the cuboid; (3) obliteration of the astragalo- 
calcaneal joint and a change in the shape of the small 
apophysis. 

The most marked roentgenographic characteristic 
of congenital flat-foot is inclination of the astraga- 
lus, this bone being disposed almost vertically and 
its axis making an angle of between 170 and 180 
degrees with the tibia. The calcaneum is also in- 
clined downward, while the scaphoid and the cuboid 
have a tendency toward upward subluxation. 

Cases are known in which flat-foot is associated 
with anomalies of the skeleton of the foot. The 


most frequent malformation of this kind is abnormal 
ossification uniting the calcaneum to the scaphoid. 
In about 1 per cent of the cases there is a small 
supernumerary bone between the scaphoid and cal- 
caneum. In rare cases this bone may attain a much 
larger size and may be united to either the scaphoid 
or the calcaneum. It is believed to be congenital. 
The association of this calcaneo-scaphoid synostosis 
with flat-foot has been noted by many surgeons, 
and recently Slomann of Copenhagen has reported 
four cases. In this article Nové-Josserand reports 
two cases in which the anomaly was present in both 
feet but the flat-foot was unilateral. 

In flat-foot associated with calcaneo-scaphoid 
synostosis the bone displacements are much less 
marked than in ordinary cases of flat-foot although 
clinically the deformity may be much greater. As 
tarsalgia is always present, Nové-Josserand con- 
siders it probable that the flat-foot is the result of 
reflex contraction of the peroneal and _ levator 
muscles due to the pain. W. A. BRENNAN. 


Sonntag: Contribution upon Koehler’s Disease of 
the Head of the Second Metatarsal (Beitrag 
zur Koehlerschen Krankheit am zweiten Mittel- 
fusskoepfchen). Muenchen. med. Wchnschr., 1922, 
Ixix, 1567. 

Twenty-six cases are described by the author. 
Almost always the second metatarsal head is the 
site of the disease; the third is affected very seldom. 
The condition occurs most frequently during the 
period of growth, in females, and on the right side. 
Subjectively there is pain. Of decisive value in the 
diagnosis is the X-ray picture, which shows shorten- 
ing and broadening of the metatarsal head and 
changes in form and structure culminating in 
sequestrum formation. In the differential diagnosis, 
metatarsalgia, flat-foot, tuberculosis, and primary 
arthritis deformans must be considered. The 
histologic findings of Fromme and Axhausen showed 
no evidence .of rickets, tuberculosis, syphilis, or 
osteomyelitis. 

The slow development of the disease argues 
against a purely traumatic origin; in no case is a 
primary fracture responsible. Perhaps the condition 
can be classified with Schlatter’s or Perthe’s disease. 
Improperly fitting shoes and a hereditary tendency 
to a flat and broad foot may be other factors. Dur- 
ing the period of growth there is a preliminary 
idiopathic necrosis of the epiphysis. Conservative 
treatment is recommended. ScHULTZE (Z). 


Barco, P.: Some Details in the Disposition of the 
Plantar Fascia (Sopra alcune particularita di dis- 
posizione della fascia plantare). Policlin., Rome, 
1923, XXX, sez. chir., 1. 

Having found many discrepancies in the classical 
descriptions of the disposition of the plantar fascia, 
the author made a careful study on the cadaver. 
His findings were as follows: 

From the deep surface of the superficial plantaf 
aponeurosis two septi arise, the first or media! or 
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which is inserted on the inferior surface of the 
calcancum, the navicular, the first cuneiform, and 
the lower lateral surface of the first metatarsal, and 
the second or lateral of which is inserted on the 
lower lateral surface of the calcaneum, the large 
calcaneo-cuboid ligament, the crest of the cuboid, 
the sheath of the peroneus longus muscle, the lower 
lateral surface of the first metatarsal, and the infero- 
lateral surface of the third metatarsal. Therefore, 
besides the three regions mentioned in the classical 
-description, these septi delimit another small region 
which contains the last two plantar interossei. The 
arteries and nerves on the sole of the foot are cov- 
ered by the septi, the internal by the medial septum 
and the external by the lateral septum. 

The deep plantar aponeurosis is enlarged by the 
inferior part of the first and by the third metatarsal, 
and merges with the septi described. 

W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Kaplan, A. D.: Anzesthesia of the Brachial Plexus 
(Ueber Anaesthesie des Plexus brachialis). Nowy 
Chir. Arch., 1922, ii, 344. 

The anaesthesia proposed by Kulenkampf in 1911 
is employed but little in Russia but is worthy of 
more general use. The technique of the procedure 
is described. The author successfully induced 
anesthesia by injection into the brachial plexus in 
thirty-two cases for procedures such as the reduction 
of luxation of the shoulder, resection, amputation, 
and sequestrotomy. In two cases the anesthesia was 
insuflicient, but secondary injections were made and 
the operation was then completed without general 
anaesthesia. 

The complications worthy of mention which may 
occur during the injection are perforation of the 
subclavian artery and of the dome of the pleura. 
The former is entirely harmless; if blood flows from 
the needle, the needle must be withdrawn; thereupon 
the slight opening in the blood vessel will close 
immediately. Injury of the pleura frequently causes 
pain and possibly dyspnoea. In such cases morphine 
is of value; the author was compelled to use morphine 
twice. 

Plexus anesthesia is contra-indicated by diseases 
of the plexus itself, certain nervous conditions, and 
suppurative processes in the subclavicular region; 
also in the cases of children. ScHAACK (Z). 


Schnee, A.: Snapping Finger (Zur Frage des schnel- 
lenden Fingers). Moskow. M. J., 1922, ii, 148. 

In the case reported a slight injury of the fourth 
finger six months previously had been followed by 
uneventful recovery. Several months later flexion 
of the finger became disturbed and painful, an ob- 
struction appearing which could be overcome only 
passively. Accompanying this disturbance, a faint 
grating could be heard, and the slipping of the 
tendon over an obstruction could be felt plainly. 


Operation disclosed evidences of an injury to the 
tendon of the flexor digitorum sublimis and an 
inflammatory swelling at this site which produced 
the picture described as it slipped through the nar- 
row tendon sheath. Restoration of function was 
complete two months after the operation. 

Von Hotst (Z). 


Spisic, B.: The Operative Treatment of Tuber- 
culous Spondylitis (Ueber die operative Be- 
handlung der Spondylitis tuberculosa). Lijeé. 
vjesnik, 1922, xliv, 67. 

This is a report of five cases of spondylitis which 
were operated upon in the Agram orthopedic hos- 
pital by Albee’s method. The author recommends 
that the surgeon adhere rigorously to the indications 
for operation, and operate as little as possible, 
especially in the cases of children. There are certain 
conditions under which operations cannot be con- 
sidered, viz: during the acute stages of the disease; 
cases in which a fistula or an abscess situated near 
the field of operation would make asepsis impossible; 
cases with suppuration in which there are signs of 
amyloid degeneration; cases with tuberculous in- 


volvement of other parts, such as the lungs; the © 


cases of small children who cannot be kept clean; 
and, finally, cases with marked gibbus or severe 
paralysis. 

The cases operated upon by the author showed 
good ossification. In four, the condition was greatly 
improved, the pain was relieved, and the spasms 
became less frequent or ceased entirely. In one case 
of severe paralysis there was no improvement. 

The author approves of the combined treatment 
of surgical tuberculosis, and believes that radical 
measures should be used only when the conservative 
method is not practicable. After operation, the pa- 
tient should be kept in a plaster of Paris cast for 
twenty-four months for immobilization of the spine, 
and after that should wear an orthopedic corset. 
The general health must be improved as much as 
possible, and a return to the living conditions which 
originally caused the sickness must be prevented. 

Sprtzy (Z). 


Fraenkel, J.: Ludloff’s Operation for Hallux Valgus 
and Hollow Claw Foot (Zur Operation Ludloffs bei 
Hallux valgus und Hohlklaufuss). Zentralbl. f. Chir., 
1922, xlix, 1745. 

Fraenkel calls attention to the ideal results of 
Ludloff’s operation which has the advantages of a 
wedge-shaped osteotomy in addition to those of 
operation on the first cuneiform bone and avoids 
divisicn and lengthening of the tendon. In slight 
cases, the first stage of the operation, dissection of 
a pedunculated flap of the soft parts and removal of 
the mesial exostosis, is sufficient. From his experi- 
ence in sixty-four operations, the author draws the 
following conclusions: 

In the removal of the exostosis it is better to ex- 
cise too widely than not widely enough. In sutur- 
ing. the flap should be drawn snugly, laterally and 
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toward the plantar region, with the proximal joint 
somewhat overextended. 

Shortening of the first metatarsal by Ludloff’s 
method also gives very good relaxation of the mus- 
cles of the great toe in hollow claw foot. In two 
cases the author obtained very good results by sup- 
plementing it with plastic lengthening of the Achilles 
tendon. Division of the flexor longus digitorum 
tendon and of the adjacent capsular ligament is 
added when necessary. Votiarnt (Z). 


FRACTURES AND DISLOCATIONS 


Grossman, J.: Fractures of the Head and Neck of 
the Radius. New York M. J. & Med. Rec., 1923, 
Cxvii, 472. 


The author reports a series of 150 fractures of the 
elbow in which there were sixteen fractures of the 
head or neck of the radius, or of both, and points 
out that the latter condition is more frequent than 
is generally recognized. 

He recommends reduction, immobilization with 
the elbow in acute flexion, and early baking. Mo- 
tion should be delayed until the fluid has disap- 
peared from the radio-humeral joint. 

When the fragmenis are too small or the fracture 
is so gross that conservative treatment is imprac- 
ticable, operative interference is necessary. 

Dennis W. Crite, M.D. 


Kleinberg, S.: Spondylolisthesis. Ann. Surg., 1923’ 
xxvii, 490. 


Spondylolisthesis occurs more frequently in males 
than was heretofore believed. The lesion presents 
a roentgenographic appearance that is pathogno- 
monic. Trauma is a very important factor in 
the etiology. 

Normally the body of the sacrum is tilted forward 
in the transverse plane. The fifth lumbar vertebra 
is also tilted so that its upper surface is directed 
upward and forward. This is a weak relationship, 
the vertebra being held in place only by its ligamen- 
tous attachments. The X-ray picture of the normal 
vertebra shows the body of the fifth lumbar to be 
quadrilateral in shape and with a definite interval 
between its base and the body of the sacrum. In 
antero-posterior roentgenoscopy it is important 
whether the exposure is made with the tube at the 
lumbar or at the dorsal spine. 

The picture in spondylolisthesis shows the fifth 
lumbar vertebra to be dislocated forward so that 
in a front view one sees its upper surface and the 
anterior surfaces of the rest. The shadow of the 
last lumbar vertebra will then show the body, the 
transverse process, lamina, spinous process, and 
spinal foramen. A lateral view will show the dislo- 
cation very plainly, but this is sometimes difficult 
to obtain in the cases of large and fleshy persons. 

The author has recently studied eight cases, one 
of which was that of a girl and the remainder those 
of adult males. In all the adult cases there was a 


clear history of trauma preceding the onset of the 
symptoms. There is probably some developmental 
defect affecting the ligamentous structures and 
predisposing to dislocation, but trauma seems to be 
the chief etiological factor. 

J. Pickett, M.D. 


Bejul, A. P.: Fractures of the Pelvis (Zur Fraze der 
Beckenfrakturen). Nowy Chir. Arch., 1922, ii, 351. 


Generally speaking, fractures of the pelvis have 
received little attention, clinical observations are in- 
sufficient, and studies on the cadaver have not 
clearly explained their mechanism. Statistics re- 
garding their incidence vary greatly. Gurlt claimed 
that they constitute 0.31 per cent of all fractures, 
and other authors estimate their incidence as high as 
2.93 per cent, while according to the material of the 
Moscow hospitals it is only 0.03 per cent (Duchonin). 

They are caused not only by a direct, heavy 
trauma; muscle traction is also of importance. The 
author has collected ninety-seven cases from the 
literature and in this article reports two of his own. 
One of his cases was that of a woman 50 years of 
age who was injured by an automobile, suffering 
a vertical fracture of the ilium besides other injuries. 
Death occurred one and one-half hours after the 
accident. The second case was that of a 36-year-old 
woman who was injured by a street car. A diag- 
nosis of symmetrical fracture of the anterior pelvic 
ring with upward dislocation of the right ilium was 
made. The X-ray showed a fracture of the left 
horizontal ramus of the pubis and a fracture of the 
ascending ramus of the ischium with splintering and 
dislocation of the right illum. The treatment con- 
sisted in extension with a 12-lb. weight on the right 
leg and a 5-lb. weight on the left. Measurements 
of the pelvis after fourteen days showed a decrease 
in the dislocation. The patient recovered and was 
able to walk after three months. 

The author considers extension a very efficient 
method of treating fractured pelvis. Periodical 
measuring and X-ray examinations are important. 
Massage and exercise may be begun in the first 
weeks. Bed rest for eight to ten weeks is necessary. 
The prognosis is poor. In the ninety-seven cases 
collected from the literature the mortality was 33 
per cent. SCHAACK (Z). 


Charier: Congenital Luxation of the Hip in a 
Hemiplegic Girl (Luxation congénitale de la 
hanche chez une fillette hémiplégique). Rev. 
d’orthop., 1923, XXX, 155. 

Charier reports the case of a 17-month-old child 
with luxation of the left hip and hemiplegia of the 
left side. In Charier’s opinion the hemiplegia was 
of the ordinary infantile paralysis type, and the hip 
luxation was merely an ordinary congenital luxation 
in a hemiplegic child. In 100 congenital luxations 
he did not observe any similar case. 

W. A. BRENNAN. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


McGuire, S.: Mesenteric Thrombosis, with Report 
of Two Cases. Virginia M. Month., 1923, 1, 23. 


Two cases of mesenteric thrombosis with subse- 
quent recovery after the removal of 7 ft., 4 in., and 
4{t., 6 in. of small intestine respectively are reported. 

In acute cases the onset is rapid with abdominal 
pain which is at first colicky, but later continuous. 
Often the pain is agonizing and associated with shock. 
If diarrhoea is present, it is watery and frequently 
blood stained. If constipation is present, it is abso- 
lute. The abdomen is at first soft, flaccid, and not 
painful, but with fever of 104 or 105 degrees, may 
later become stiff and distended. 

The diagnosis is extremely difficult, few cases be- 
ing recognized before operation or autopsy. When 
the abdomen is opened, dark, bloody fluid escapes and 
the distended black coils of intestines are usually 
found in the pelvis or lower abdomen. 

The operation of choice is resection and anasto- 
mosis, but it may be best merely to bring the cut 
ends of the bowel out of the wound. 

Marcus H. Hosart, M.D. 


Olbrycht, J.: Fat Embolism. Polska gaz. lék., 1922, 
i, p. 468. 


The object of this article is to point out the im- 
portance of fat embolism to medical jurisprudence 
and to state the author’s position with regard to 
certain details related to this question. The mate- 
rial reviewed consisted of 283 cases of fat embolism 
in which the author confined himself exclusively to 
examination of the lung. The discussion begins with 
the premise that after passing through the heart, 
the fat usually lodges in the capillaries of the lung 
and in but few instances reaches the systemic cir- 
culation to cause embolism in the brain, kidneys, 
heart, liver, and other parts. To stain sections, 
Olbrycht uses Sudan III. Microscopic examination 
is essential as the lungs may appear entirely normal 
microscopically in spite of numerous embolisms, or 
at most may show only slight oedema and hyperemia 
on the cut surface. 

In a table the author shows that the most common 
and extensive fat embolisms are found after injuries 
to the long bones (in nineteen of twenty-two cases). 
In injuries to flat and short bones fat embolism is 
much more rare. Fat embolism seldom occurs in 
cases of fracture of the base and vault of the skull 
or the ribs. It is found in 50 per cent of the cases 
of injury to the abdominal wall but is rare when the 
internal organs are injured. Neoplasms and poison- 
ing do not cause it. The author has found fat 
embolism after death from burns. He concludes 
that the degree of the burn is of more importance 


than its extent. In cases in which a considerable 
period of time elapsed before death, fat embolism 
could not be demonstrated. Jurasz (Z). 


BLOOD AND TRANSFUSION 


Mauriac, P., and Moureau, M.: The Mechanism 
of Variations in the Number of Leucocytes (Les 
variations du nombre des leucocytes; leur mecha- 
nisme). J. de méd. de Bordeaux, 1923, xcv, 39. 


Variations in the number of leucocytes are ex- 
plained in part by the unequal distribution of these 
cells in the peripheral and central circulations. It 
is probable that frequently this distribution is gov- 
erned by vasomotor reactions. 

Leucopenia may be caused also by an increase in 
the fragility of the leucocytes. In leucocytosis 
there is an increase in their resistance indicating in- 
creased activity of the leucopoietic centers. 

Many factors have a part in variations in the 
leucocyte count, but in presence of a leucopenia it 
is difficult to determine the responsibility of each. 
Leucopznia and leucocytosis may be the result of 
very different causes, and when they are found in 
anaphylactic shock an attempt to explain them on 
the basis of differences in the concentration and the 
rate of flow of the blood is erroneous. 

W. A. BRENNAN. 


Halbertsma, T.: Concerning the Quantity of 
Blood Administered in Blood Transfusion 
(Ueber die Dosierung des Blutes bei Bluttrans- 
fusionen). Nederl. Tijdschr. v. Geneesk., 1922, \xvi, 
1272. 


In blood transfusion success depends upon various 
details. It is known that in most cases the number 
of red corpuscles per cubic millimeter is increased 
after blood transfusion, but investigators who are 
inclined to consider this a constant rule will find 
that in a number of cases a diminution first takes 
place. This is especially true in diseases in which 
the blood-forming organs are affected. 

In the investigations the author reports he 
sought to establish the fact that the change in the 
number of red blood corpuscles depends in the main 
on two factors: (1) the body weight, and (2) the 
quantity of blood transfused. He found that in 
general an increase of about one million red blood 
corpuscles depends upon the transfusion of about 
15 c.cm. per kilogram of body weight. Kocn (Z). 


LYMPH VESSELS AND GLANDS 


Thompson, J. E., and Keiller, V. H.: Lymphan- 
gioma of the Neck. Amn. Surg., 1923, xxvii, 385. 


The etiology and pathology of lymphangioma is 
briefly discussed and two cases are reported. 
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Case 1. The patient was a white male infant 13 
months old who presented at birth a small tumor 
on the left side of the neck about on a line with the 
hyoid bone. At the age of 12 days the tumor was 
removed. (Edema of the face and lips on the same 
side then appeared and the tumor recurred in a few 
weeks. 

Complete dissection of the tumor was then done. 
Paralysis of the tongue, which followed the opera- 
tion, cleared up completely within six months, but 
there was still some oedema of the face and upper 
lip after this time. It seemed probable that there 
was also a diffuse lymphangiomatous condition. 
The pathologic diagnosis was lymphangioma with 
an excess of blood vessels. 

Case 2. The patient was a white female aged 5 
years. A tumor on the left side of the neck, first 
noticed four weeks previous to the examination, had 
grown steadily. At operation a multilocular cyst 
was removed. Recovery followed. The diagnosis 
was hygroma (multilocular lymphatic cyst of the 
neck). Two years later there was no recurrence. 

From the point of view of the surgeon, the chief 
facts of interest in these tumors are that, like most 
embryonic growths, they are primarily benign, and 
rapid growth does not indicate malignant trans- 
formation. They may, and frequently do, contain 
a large hemangiomatous element. In all cases, and 
especially in the cystic forms, they are more deeply 
situated than a superficial inspection would suggest, 
and their deep relations and extensions follow cer- 
tain definite lines predetermined by their embryonic 
origin. Excision is the logical method of treatment. 

Cart R. STEINKE, M.D. 


Mottram, J. C.: Some Observations upon the 
Histologic Changes in Lymphatic Glands Fol- 
lowing Exposure to Radium. Am. J. M.Sc., 1923, 
clxv, 469. 


The following observations are concerned with the 
histologic changes in the iliac glands of the rat follow- 
ing the exposure of the entire animal to the radiation 
from radium. 

The author first gives a brief description of the 
normal gland. The afferent lymphatics open at the 
surface of the glands while the efferent leave centrally 
at the hilum. The center of the gland is occupied by 
irregular areas of plasmoidocytes which are grouped 
around blood vessels and separated by lymphatic 
channels. The exact nature of these cells is unknown; 
Maximow calls them “plasmoidocytes” and they 
are so called in this article. 

Cellular masses of lymphocytes are found centrally 
located and grouped around blood vessels. Just 
within the capsule of the gland are groups of lym- 
phocytes quite distinct from those centrally located. 
Around the margin are follicles consisting of circular 
collections of macrophages. Marginal lymphocytes 
are found around the outer half of these corpuscles, 
but at the inner side they are scanty or absent. 
Dividing cells are seen only in the follicles and 
among the plasma cells and have never been dis- 


covered in either marginal or central lymphocyte 
groups. The cells of the follicles are generally ac. 
cepted as the mother cells of the lymphocytes but 
several facts are given by the author to refute 
this argument. 

In an experiment along this line the right iliac 
glands of six rats were removed and during the suc- 
ceeding night sufficient beta and gamma radiations 
were given to cause marked disappearance of 
lymphocytes from the circulation. The left iliac 
glands were then removed for examination. It was 
found that a vast increase in the marginal lympho- 
cytes had occurred in each case without any increase 
in mitosis in the cells of the follicles. These lympho- 
cytes presented degenerative changes. Control ani- 
mals showed no such changes. 

Cells of the follicles show cell inclusions and it is 
now certain that phagocytosis of lymphocytes goes 
on within them. Ina drawing, all stages from inclu- 
sion of a lymphocyte to its final disintegration are 
shown. This phagocytosis is absent in the absence 
of marginal lymphocytes and abundant when mar- 
ginal lymphocytes are numerous, especially after 
radiation. The plasmoidocytes occupying the central 
portion of the gland are undergoing mitosis, and it is 
concluded from reasons given by the author that 
they give rise to lymphocytes by their division. 
Prolonged exposure to radiation not only destroys 
great numbers of lymphocytes but also inhibits the 
formation of new ones. This inhibition is accompan- 
ied by an increase in plasmoidocytes. 

After exposure to gamma rays for twelve days the 
inguinal lymph glands were found to consist almost 
wholly of plasmoidocytes. Facts are given showing 
that the cells of the follicles can be traced through 
to plasmoidocytes, every intermediate stage being 
noted. Under conditions of heavy radiation lympho- 
cytes in various stages of degeneration are found in 
cells of the follicles and in the endothelial celis of the 
lymphatics and the blood vessels. Evidence of the 
close relationship between cells of the follicles and 
endothelial cells is seen in the fact that all grada- 
tions between them can be found, and it is concluded 
that the difference is only qualitative. The presence 
of many younglymphocytes in the efferent lymphatics 
is strong evidence that this is their means of exit, but 
their presence in the endothelial lining of the blood 
vessels indicates that this is an alternative exit. 

The conclusions drawn by the author are sum- 
marized as follows: 

Lymphocytes enter the glands by the afferent 
lymphatics and are devoured by the endothelial 
cells. These cells then gradually change into follicle 
cells and, increasing in numbers by cell division, 
they next become converted into plasmoidocytes. 
The plasmoidocytes divide into lymphocytes, which 
leave the gland by the lymphatics or possibly by the 
blood vessels. The lymphocytosis which follows 
exposure to the roentgen ray does not correspond in 
point of time to the increased mitosis in the follicles, 
the latter preceding the lymphocytosis sometimes 
by many days. A. James Larkin, M.D. 
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SURGICAL TECHNIQUE 


ANZSTHESIA 


Von Neergaard, K.: Experimental Research on 
Electronarcosis (Experimentelle Untersuchungen 
zur Elektronarkose). Arch. f. klin. Chir., 1922, 
cxxil, 100. 


Leduc has succeeded in obtaining general and 
local narcosis by means of the intermittent direct 
current. Previously he had demonstrated the phe- 
nomenon of his electrical narcosis in animals. He 
then had two experiments made on himself, but 
these were not pushed to full anesthesia. Pares- 
thesia in the extremities, loss of motor reactions, 
and a feeling of oppression were the chief symptoms. 

Tuffier and Jardry repeated the experiments and 
decided the question whether to curarize or use 
surgical anesthesia in favor of the latter. In two 
experiments on human beings the sensation was 
described as similar to that caused by chloroform, 
only somewhat more disagreeable. Jardry empha- 
sized as advantages of the method the possibility of 
prolonging the anesthesia as long as desired without 
noxious effects, and the wide therapeutic applicabil- 
ity of the procedure. Leclerc designated it as the 
method of choice for animals because it is least 
dangerous. Two experiments on human beings 
showed that the stage of excitation is more unpleas- 
ant than when ether is used. Nagelschmidt per- 
formed painless operations with a modification of 
the Leduc current and showed, like Leduc, that 
when the heart is stopped by a current that is too 
strong, resuscitation is possible with the same cur- 
rent. 

The current is obtained from a direct current by 
the use of rotating interrupters. The author dis- 
cusses the apparatus and the estimation of the 
strength of the current in detail. In the experiments 
reported, rabbits, dogs, and cats were used. After 
careful shaving, the cathode was applied to the fore- 
head and the anode to the region of the loin. The 
resistance was fairly constant in the same animal. 
In different animals there were variations from 300 
to 500 ohms. The stages were as follows: 

Stage 1, the stage of excitation. This differed a 
great deal, being sometimes slight and sometimes 
very severe and decidedly more disagreeable than 
that of inhalation narcosis. As a rule it was im- 
possible to ease it by gradual application of the 
current. First a tremor of the whole body was 
manifested. The head was raised stiffly, the muscles 
of the trunk became tetanically tense, there was 
increased secretion from the mouth and nostrils, and 
sensibility was diminished. Respiration and the 
pulse remained unchanged. 

Stage 2. This stage was characterized by very 
violent defense movements. The head was thrown 


around, the animal made frightened cries, the respi- 
ration became irregular and forced. The corneal 
reflex persisted. 

Stage 3. The muscles were tensed tetanically, the 
corneal reflex was diminished, vomiting occurred oc- 
casionally, and reflex motions occurred when much 
cutting was done. Without plain delimitation, nar- 
cosis then took place. The corneal reflex disap- 
peared, the tension ceased, and anesthesia seemed 
to be complete. Acoustic stimulation acted for a 
surprisingly long time. 

That the anesthesia was complete was proved by 
the absence of hostile feeling in the dog when the 
narcosis was repeated. During the experiment, pull- 
ing on the stomach was tolerated, but traction on 
the ureter caused slight defensive movements. A 
test made by the author on his own hand demon- 
strated that the pain sensation is greatly decreased, 
but not abolished. From this it appears that the 
anesthesia is not complete, although it is sufficient 
for most purposes. The pupil was medium large 
and reacted to light. Reflexes could be elicited only 
in the lower extremities but there were very marked 
interruptions of the central inhibitory fibers. The 
muscles showed a constant tonus with choreic 
twitching. On auscultation a humming muscle tone 
was heard. In about half of the cases voiding of 
feces and, somewhat less often, of urine occurred. 
The respiration was forced on account of the tetani- 
cally contracted musculature of the chest and ab- 
domen which caused a funnel breast. Suddenly an 
expiratory relaxation took place, suggesting carbon- 
dioxide narcosis. This type of respiration is very 
unfavorable and constitutes the chief danger. 

After the circuit was opened the narcosis soon 
ceased. The muscles relaxed and the animal lay as 
if sleeping. The hind legs were weak, and the gate 
was atactic. After fifteen to thirty minutes this 
disappeared. Many animals will take food after 
five minutes. The instantaneous reversibility men- 
tioned by Leduc is present only when a weak cur- 
rent is used for only a short time. In the experi- 
ments reported the narcosis was continued for nine 
hours. After ten minutes the dog was feeding. The 
first half hour is the most dangerous. During the 
narcosis a certain habituation of the nerve centers 
takes place, so that the intensity of the current must 
be somewhat increased. The strength of the current 
was usually from 2 to 4 ma. Greater differences 
were due perhaps to differences in the contact of 
the forehead electrode. 

When an overdose is given the breathing becomes 
shallower and more irregular and finally ceases alto- 
gether. The heart survives or ceases simultaneously. 
If the current is cut off, recovery may take place 
after from ten to fifteen minutes. Death occurred 
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twice in thirty-five cases. In some cases resuscita- 
tion was effected, even after artificial respiration 
failed, by switching the same current on and off in 
the rhythm of respiration. No fundamental differ- 
ences between the different species of animals were 
noted. At necropsy the heart was found in diastole 
and small hemorrhages due to forced breathing were 
discovered in the lower parts of the lungs. Micro- 
scopic examination revealed minute extravasations 
in the brain vessels. 

Experiments with modified currents have so far 
yielded no practical results. The theory that the 
forced respiration is caused by an accumulation of 
carbon-dioxide in the blood could not be verified by 
an analysis of the gases. On the contrary the blood 
was found richer in oxygen, possibly because of an 


increased elimination of lactic acid caused by the 
strong muscular contractions. : 
Therapeutic experiments on man require a better 
worked-out experimental basis. The theory of elec- 
tronarcosis must first be established on electro- 
physiology and physical chemistry. The author as. 
sumes that the intermittent direct current flowing 
in thousands of small loops through the meshes of 
the intercellular substance moves the inorganic ions, 
Perhaps the potential of the membrane of the nerve 
cells is changed through induction and with it that 
of the membrane colloids and the cell function, re- 
sulting in hypo-, hyper-, and dys-function. In this, 
the action on the membrane potential depends on 
the frequency and strength of the current and the 
shape of its curve. KULENKAmPrF (Z). 
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ROENTGENOLOGY 


Schroeder, J. H.: Intensive Deep Roentgen Irradi- 
ation; Its Principles and Clinical Application. 
Cincinnati J. M., 1923, iv, 74. 


The underlying principles of intensive deep roent- 
gen irradiation consist in: (1) the production and 
utilization of roentgen rays of extreme penetrating 
power; (2) the measurement of the relative intensity 
of the radiation on the body surface and in the depth 
of the tissue; and (3) the application of definite 
quantities of this radiation energy to deep tissues in 
accordance with the laws of biological resistance and 
reaction of the tissues. 

The rays that issue from the roentgen tube at 
voltages of 200,000 or over must be filtered through 
heavy metal filters in order that the rays reaching 
the body will be only those that will pass through 
centimeter after centimeter of tissue witha practically 
equal percentage of absorption in each succeeding 
layer. These rays are the so-called practically homo- 
geneous rays of Dessauer. They are used only for 
deep application because they allow a maximum pro- 
portion of the original surface intensity to reach deep 
tissues. 

In order to measure the quantity of roentgen radi- 
ation absorbed, the iontoquantimeter has been de- 
vised. This is an adaptation to clinical requirements 
of the ionization chamber, well known to physicists. 
By means of it, the depth dosage as well as the dos- 
age at the surface may be accurately measured. 
This dosimetric technique is the basis of all scientific 
deep roentgen therapy, and upon this technique 
alone rest the clinical achievements in this field in 
the German clinics. 

The effect of radiation upon the cells of the body 
is due to the quantity of radiation energy absorbed 
and constitutes the biological reaction of the cells. 
It may be said in general that small doses irritate 
and large doses destroy cells and tissues, but differ- 
ent cells and tissues of the body do not manifest 
their reaction in the same degree. Some cells are very 
susceptible or radio-sensitive, and some are very 
resistant. Upon this difference of radio-sensitive- 
ness rests the ability in therapy to influence one 
tissue more than the other. 

The biological effect of roentgen radiation is the 
reason for its clinical application to destroy or re- 
duce the functional activity of the very susceptible 
glandular tissues and to destroy neoplastic cells. 

Certain histologic types of sarcoma are very radio- 
sensitive, and when such neoplasms are localized 
they may be expected to disappear rather promptly 
under the influence of proper radiation doses. It has 
been determined that an 80 per cent skin-unit dose 
is sufficient to destroy sarcoma cells. In widely dis- 
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seminated sarcomata less favorable results are to be 
expected but even here remarkably beneficial effects 
are at times accomplished, as in two cases briefly 
described. 

In the treatment of deep carcinoma by the roent- 
gen rays it is essential that from 100 to 110 per cent 
skin doses be absorbed in the cancer cells. To accom- 
plish this, great refinement of technique is necessary 
if undue injury to the overlying skin and surrounding 
structures is to be avoided. Cross-firing from two or 
more portals of entry usually accomplishes the de- 
sired result. The dose must be administered in one 
sitting because there is no way of measuring the dose 
as a sum of fractional applications. Under present 
operating conditions the dose can be administered 
to one area in four hours of constant radiation, at a 
depth of 1o cm. and through a body diameter of 
20 cm. 

It is not considered safe to repeat a carcinoma dose 
in less than six weeks, because the physical effect of 
such an irradiation dose persists about that long. 
There is a rather noticeable effect on the blood- 
forming organs, rather than on the blood itself, that 
leads to a reduction in the lymphocytes and, to some 
extent, of the red cells. In persons with good resist- 
ance the blood picture becomes restored in the course 
of six weeks. 

Cancer of the pelvic organs is particularly amena- 
ble to roentgen irradiation because of the available 
connective-tissue elements which are undoubtedly 
stimulated through the absorbed radiation. Several 
cases of deep carcinoma are reported in detail to 
illustrate the remarkable results which may at 
times be obtained by the newer intensive roentgen 
therapy. The effects are not always equally promis- 
ing, however, as recurrences may develop and in 
some cases the course of the malignant disease does 
not seem to be influenced by the irradiation. 

As regards the dangers attending deep irradiation, 
the author states that he has applied required large 
irradiation doses to most of the regions of the body, 
except the brain, and has observed only transient 
irradiation by-effects. The patient’s ability to react 
favorably to the primary effects of deep irradiation 
doses may determine the final result. 

Hartunec, M.D. 


Lacassagne, A., and Coutard, H.: The Effect of 
Radiation of the Ovocytes on Fecundation and 
Gestation (De l’influence de l’irradiation des 
ovocytes sur les fécondations et les gestations 
ultérieures). Gynéc. et obst., 1923, vii, 1. 


To determine the effect of roentgen radiation on 
ova subsequently to be impregnated and on the 
ova of the offspring of animals whose ovaries had 
been radiated the authors conducted three experi- 
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ments. Seven normal female rabbits in one group 
were subjected to radiation, two female rabbits born 
of the first group were subjected to radiation, and 
six female rabbits born of the first group were 
studied but not radiated. 

The results of these experiments were, briefly, 
as follows: 

1. In the rabbits of the first group there was a 
period of temporary sterility of from three to four 
months. 

2. Fecundity was re-established but was dimin- 
ished as shown by a progressive reduction in the 
number and viability of the newborn of successive 
litters and the fact that coitus was frequently non- 
productive. 

3. Asecondary progressive sterility was produced 
which greatly resembled a definite premature meno- 
pause. 

The effect on the newborn rabbits was a consider- 
able mortality. Of fifty-one rabbits born of radi- 
ated rabbits, twenty-nine died shortly after birth 
as compared with five of fifty rabbits born of normal 
animals. The twenty-two animals which survived 
were normal at birth and developed normally to 
adult age. 

The two female rabbits in the second group be- 
came pregnant and their first litter was normal in 
every way. Following radiation the findings were 
the same as those in the first group. 

In the third group the life, habits, and litters of 
the animals were normal in every way. 

The conclusions drawn by the authors are as 
follows: 

1. The lesions produced by a single radiation 
seem to be definite, even after a small dose. The 
ova which survive are altered, an alteration which 
manifests itself sooner or later, according to the 
severity of the lesion, in the course of development 
of the follicle, embryo, fetus, or newborn. 

2. The ova are differently affected by radiation. 
Those that are most developed suffer most, and only 
a certain number of primordial follicles resist the 
action of the rays. 

3. The changes in the ova are demonstrated by 
the presence, in the gravid uterus, of embryos in 
different stages of development, both embryological 
and pathological, in addition to well-formed em- 
bryos. 

4. The experiments are too few to warrant the 
statement that radiation does not exert a definite 
cellulo-hereditary influence. 

5. Radiation has no effect on the determination 
of sex, as the proportion of males to females among 
the newborn of radiated female rabbits is always 
normal. 

6. In the human female X-ray treatment of the 
ovaries, even in small doses, may influence the func- 
tion of reproduction abnormally. Therefore the 
application of the rays to the treatment of metror- 
rhagia in young women causes a certain permanent 
damage even though menstruation may return. 

S. pit Parma, M.D. 
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Degrais, P.: The Value and Use of Beta Radium 
Rays (Utilité et utilisation des rayons 6 du radium). 
Presse méd., Par., 1923, XXXi, 145. 

Although the beta rays are the most important 
emitted by radium, all the qualities of radium are 
generally attributed to the gamma rays which nu- 
merically are not much greater. As the beta rays 
have only a weak power of penetration, their en- 
ergy is exhausted on the superficial layers of the 
tissues when they are applied to the surface. When 
the beta rays are filtered out, no reaction is produced, 
but, if desired, a therapeutic dermatitis may be pro- 
duced with them. 

If eczema is treated with 2 mgm. of radium ele- 
ment with a filter which arrests the beta rays, there 
is no change in the lesion, but if the same amount 
of radium is applied with a filter which permits 81 
per cent of the soft beta rays and 95 per cent of 
the hard and secondary beta rays to pass, the ob- 
jective and subjective symptoms are soon modified. 
The beneficial effect of the beta rays is therefore 
undeniable. Similarly, if certain superficial baso- 
cellular epitheliomata are treated with 3 mgm. of 
radium element for one and one-half hours, a cure 
will be effected, but if the beta rays are filtered out 
the lesion will not be changed. 

Among the conditions amenable to the action of 
the beta rays are eczema, pyodermitis, acne, papil- 
loma, warts, pigmented nevi, lupus, certain angi- 
omata, pre-epitheliomatous conditions, and certain 
cutaneous epitheliomata. 

The action of the beta rays is much more rapid 
than that of the other rays emitted by radium. 
Therefore, if the desired results can be obtained with 
them, they are preferable to the gamma rays. 

W. A. BRENNAN. 


Lawrence, H.: Experimental Research Work in 
Radium Therapy, Including Death, Retarda- 
tion of Growth, Prolongation of Life, Deter- 
mination of Sex, Sterilization and Artificial 
Parthenogenesis, Reproduction Without the 
Male. Med. J. Australia, 1923, i, 463. 


This article deals chiefly with the influence of 
radium upon the metamorphosis of insect life. The 
experiments were done on the Bombyx mori or 
common silkworm moth and have been going on 
for ten years continuously. Ten generations of 
moths have never been out of the influence of radium 
radiations, and the great changes taking place are 
due to the continued exposure. 

It was found that if the ova of the moth were ex- 
posed to 10 mgm. of pure radium bromide, with 
1/, in. distance and one layer of lint and mica inter- 
cepted, the ova were so affected that, though {cr- 
tilized, they were destroyed. 

Other experiments in which aluminum or leaden 
interceptors were used showed the great value of 
the high velocity beta electrons from Radium C 
(which are not present in the X-rays). It is also 
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found that under the influence of radium the life 
history of the insect is being altered. 

In the disintegration of radium, alpha particles, 
beta electrons, and gamma rays are produced, and 
it is estimated that the energy expended in bringing 
about these changes is equal to that developed in a 
tube voltage of one or two million volts. As the 
greatest tube voltage which scientists have been 
able to develop in the production of the X-ray is 
about 250,000 volts, it is seen that the initial force 
in the production of alpha particles, beta electrons, 
and gamma rays is about four to eight times as great 
as that used in the production of the most penetrat- 
ing X-rays yet produced. In fact, the gamma rays 
of radium are 3.5 times greater in penetration than 
the most penetrating X-rays yet produced. 

Two cases diagnosed as papillcmata of the eye 
interfering with vision are reported. These were 
treated with an applicator emitting even soft beta 
electrons. Both lesions disappeared and the patients 
are well. 

The author calls particular attention to the fact 
that the beta electrons present from Radium C are 
of immense therapeutic importance. In the unob- 
structed X-ray there are none except the few soft, 
slightly penetrating ones formed when the X-rays 
strike tissue, and these are of slight efficiency as 
compared with those from Radium C. 

Emphasis is placed by the author on cross-fire 
treatment in which beta electrons are used locally 
and other preparations close by emit gamma rays 
only. The efficiency of this form of treatment is 
illustrated by three cases of epithelioma of the lip 
in persons who previously had had a clinical cure of 
the disease. The author does not regard these cases 
as recurrences but states that the lesions form in 
persons predisposed to the condition. All of the 
cases cited were clinically cured by the cross-fire 
method. A case of epithelioma of the larynx was 
cured by placing radium giving off beta electrons 
in the hollow of an intubation tube against the 
growth and cross-firing with gamma rays from the 
exterior of the neck. 

The lethal dose for ova of the silkworm was found 
to be the use for one hour of 10 mgm. of radium 
bromide screened only sufficiently to absorb the 
alpha and the softest of the beta electrons. Larve 


only a few days old were killed in from two hours 
to three hours. The time required is greatly in- 
creased as the grub grows older. Cross-fire between 
two 5-mgm. tubes was found to be more effective in 
one-half hour than the use of either tube for one 
hour. When placed directly upon the ova, the 
radium killed about ten eggs, but when it was 
placed 4 or 5 mm. from them it killed twenty eggs. 
This proves that in the therapy of rodent ulcer 
diffusion must be considered. A tremendous dose of 
X-ray equal to about ten erythema doses—200,000 
volts, 5 ma., 20 cm. from the anticathode for four 
hours and twenty minutes with a filter of 1.3 mm. 
of copper and 1 mm. of aluminum—resulted in the 
free hatching of the eggs. 

The X-rays and radium rays are not alike, 
especially when high-velocity beta electrons are 
used. Two cases, one of basal-cell and one of 
squamous-cell epithelioma, are cited in which a 
cure was effected by radium with the use of the 
high-velocity beta electrons. In larve given radium 
in doses insufficient to kill, growth is retarded. Also 
seeds exposed to radium are retarded. 

In none of the many experiments carried out on 
animals and vegetables was there any evidence of 
stimulation; in every case there was retardation, if 
any result at all. The seeds of turnips exposed to 
radiation showed deformity and retarded growth 
when radium was used but appeared unchanged 
when the X-ray was employed. This supports the 
author’s contention that the high-velocity beta 
electrons of radium should be employed whenever 
possible, and that the beta rays formed when the 
X-rays strike tissue are soft and feeble in penetration 
as compared with those from radium. Kroenig and 
Friedrich have shown that the action of soft and 
penetrating X-rays is practically the same. No 
evidence of stimulation was found in over 1,000 
experiments with radium in all possible types of 
exposure. 

In the tenth generation of moths kept under the 
influence of radium there are about five males to one 
female. This change is attributed to the radium in- 
fluence. Sterilization of the moth can be produced 
by radium at any stage of development. The X-ray 
has only slight power to produce sterilization. 

A. James Larkin, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Fawcett, J., and Ryle, J. A.: Cases of Delayed and 
Immediate Anaphylactic Shock, with a Note 
on the Circulatory Phenomena. Brit. M. J., 
1923, 1, 325. 

True anaphylactic shock in man is rare. Notwith- 
standing the innumerable instances of the repeated 
administration of various sera during the war, it 
has been generally conceded that cases of serious 
or fatal anaphylaxis were few. It is recognized that 
man is less sensitive and less easily sensitized than 
the experimental animal, and it would seem that 
hypersensitiveness in man is more apt to be an 
inborn than an acquired phenomenon, and that 
most of the recorded fatal cases were those of 
asthmatic persons. 

The first case reported by the authors was that 
of a woman, aged 23 years, who was admitted to 
the hospital because of a ‘‘septic finger.’’ While she 
was under the influence of an anesthetic during one 
of several operations, 50 c.cm. of antistreptococcus 
serum were administered. Four days later patches 
of urticaria began to appear, and eight days after 
the injection the appearance of large patches of 
urticaria was associated with asthma, pallor, a rapid 
and weak pulse, and a sensation of cold. Following 
a small dose of adrenalin the asthmatic symptoms 
disappeared. The pulse at the wrist became im- 
perceptible and remained so for over twelve hours. 
The apex beat could be felt and remained about 130. 
The patient was never cyanosed, and she continued 
to be mentally alert, quite rational, and calm. She 
was treated throughout with warmth, small quanti- 
ties of fluid, brandy and lactose by mouth, and the 
rectal administration of glucose solution. 

Twenty-eight hours after the onset the radial 
pulse could be felt faintly. The patient then com- 
plained of acute pain in every joint. The pulse 
rapidly returned to nearly normal about thirty-four 
hours after the onset of urgent symptoms. Two 
days later the joint symptoms had entirely disap- 
peared, and subsequently recovery was uneventful 
except for the development of an abscess, which 
was presumed to be metastatic, in the right but- 
tock. 

The temperature reached 102 degrees F. when 
the shock symptoms were at their height but quickly 
fell again to normal. Gastro-intestinal symptoms 
were absent excepting at the onset when vomiting 
occurred twice and there were two bowel movements. 
It was later discovered that during an attack of 
diphtheria nineteen years previously the patient had 
been given antitoxin but there had been no resulting 
symptoms. The authors therefore assume that, in 
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spite of the long interval, this was an instance of 
sensitization by a previous dose. 

In the second case, that of a soldier, the symptoms 
appeared within an hour after the administration of 
a third dose of A.T.S. After one of two previous 
prophylactic injections the patient had felt ill. The 
symptoms observed in this case were almost identical 
with those of the first except that asthma was 
absent, and with the exception of the symptoms of 
circulatory failure, gastro-intestinal symptoms were 
the most prominent. 

In both cases the fluid intake was well maintained 
and there was no unusual loss by sweating, vomiting, 
diarrhoea, or diuresis. The symptoms of circulatory 
shock persisted long after the disappearance of 
bronchial, cutaneous, and gastro-intestinal reactions. 
The authors are not familiar with any other condition 
in which pulselessness can persist for so long with 
a good prognosis. The cases reported emphasize the 
importance of obtaining a history regarding previous 
serum treatment in every case about to be treated 
with serum. STANLEY J. SEEGER, M.D. 


Lambert, R. A.: Oriental Sore (Cutaneous Leish- 
maniasis) in the United States. J. Am. M. Ass., 
1923, Ixxx, 986. 


A wider knowledge of oriental sore on the part of 
American physicians and public health officers is 
important as in the last two years at least eight cases 
of this infection have been reported in this country 
and Canada. Lambert reports two cases, and out- 
lines the course and treatment usually followed. 
The article is concluded with the following summary: 

1. The two cases of oriental sore in the United 
States here reported make a total of ten cases re- 
corded in the last two years. 

2. The incubation period may be long. In one 
of the reported cases the lesion did not appear until 
three months after the patient’s arrival in the United 
States, and probably eight months after the infec- 
tion. 

3. Biopsy is to be advocated in suspected cases, 
the specific protozoa (Leishmania tropica) being 
more readily demonstrable in properly stained sec- 
tions than in smears. E. C. RositsHek, M.)). 


Girgolaff, S. S.: The Pathogenesis and Treatment 
of Spontaneous Gangrene (Zur Pathogenese und 
Therapie der Spontangangraen). Westnik Chir. | 
pogran. oblastei, 1922, i, 185. 


The term “spontaneous gangrene’’ has been ap- 
plied to a number of diseases in which the most 
striking symptom is gangrene of the lower extrem- 
ity, but should be used for only those in which there 
is an underlying involvement of the walls of the 
vascular system. The changes in the vascular walls 
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consist in a thickening of the intima beginning in 
the membrana elastica with the formation of 
thromboses along the wall and ending in occlusion 
of the vascular lumen. 

The cause of these changes must be sought in 
changes in the blood consisting in an increase in the 
viscosity and coagulability, greater resistance of the 
erythrocytes, and an increase in the vasoconstrict- 
ing property of the serum. The disease may be 
characterized as a toxic angiosclerosis or a true 
autotoxic condition. According to the views of 
Oppel, the cause of the change in the blood may be 
a disturbance of the function of the endocrine 
glands, in which a constant vascular spasm is of 
great etiological importance. The author regards 
as logical Oppel’s proposal to remove one suprarenal 
gland (the left) in these cases of gangrene, as the su- 
prarenal glands produce substances which constrict 
the blood vessels. Girgolaff has carried out this 
operation successfully. ScHAACK (Z). 


Paszkiewicz, L.: The Causation of Neoplasms by 
Tar (Erzeugung von Neubildungen durch Teer). 
Polska gaz. lék., 1922, i, 707. 

The author reports his attempts to cause cancer 
by the application of tar after the method of 
Yamagiwa. While positive results were obtained by 
Lipschuetz on the eighty-eighth and one hundred and 
twenty-fifth days, and by Bierich and Moeller in 
the third and fourth months in 60 per cent of their 
cases, the author was unable to obtain them up to 
six months. Neither did he observe, like Bierich 
and Moeller, any excessive growth of horny sub- 
stance in the epithelium in the first month or pro- 
liferation of the epithelium at the end of the second 
month. At most, he noted in a few animals a 
moderate shedding of the epithelium for a short 
period of time. 

The author’s experiments were made on white 
rats, half of them young and the other half old, 
and the tar used was that sold by druggists for 
therapeutic purposes. Irritation was caused with 
this tar every second or third day by rubbing it 
into the back, rubbing it into the skin after previous 
scarification, or by subcutaneous or intracutaneous 
injections. In female animals it was injected into 
the mamme or rubbed into the skin below them. 
The area of injection was carefully shaved. 

All the animals remained alive and in good health. 
The author does not consider his experiments as 
finished, but so far they have convinced him that 
to irritate a certain spot alone is not sufficient to 
cause a malignant neoplasm, even if this is done 
continuously and in the same manner; other factors 
are also of importance, such as general habits of 
life, the kind of nutrition, and individual and race 
peculiarities. He believes that experimental cancer 
cannot be considered identical with clinical cancer. 
In conclusion he expresses doubt as to whether the 
metastases observed to spring from tar neoplasms 
are true metastases of these neoplasms. 

Jurasz (Z). 
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GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Chaoul, H.: The Treatment of So-Called Surgical 
Tuberculosis (Die Behandlung der sogenannten 
chirurgischen Tuberkulose). Jahresk. f. aerztl. Fort- 
bild., 1922, xiii, 1. 

This article is a discussion of the effect of roentgen 
irradiation. From 1919 to 1921, 165 persons with 
tuberculous lymphadenitis were treated. Sixty-four 
per cent were cured, 31 per cent were benefited, and 
5 per cent were unaffected or suffered a relapse. The 
most favorable results are obtained in the inflam- 
matory, hyperplastic forms of the condition. In 
glands which have already become softened it is 
advisable first to evacuate the pus by puncture. The 
slowest reactions occurred in suppurating ulcerative 
or fistulous lymphomata which ruptured externally. 
The best results were obtained with medium strong 
doses (40 to 60 per cent of the skin erythema dose) 
given in six or seven séances at the most. 

Of 114 persons with tuberculosis of the bones and 
joints, sixty-eight were cured, thirty-six were bene- 
fited, eleven remained unaffected, and four died. 
The dosage in the depth of the area of disease was 
50 to 60 per cent of the skin erythema dose. The 
most rapid reaction was seen in tuberculosis of 
the foot, the hand, the ribs, and the sternum. In 
spondylitis, the greatest care is necessary because 
of the danger of the disintegration of bone. In the 
presence of a tendency toward healing in tuberculo- 
sis of the bones and joints the favorable effect of 
the roentgen irradiation is noted early. In some 
cases the results are considerably improved by sur- 
gical interference for the removal of loosened se- 
questra and the puncture of gravitation abscesses. 
Incisions should be abandoned because of the asso- 
ciated danger of secondary infection. 

The results of roentgenotherapy are favorable also 
in peritoneal and urogenital tuberculosis, particularly 
tuberculous epididymitis. Of ten patients, six were 
cured and three were considerably improved. The 
dosage was similar to that used for the treatment of 
the lymph nodes. The area selected should not be 
too small. 

In conclusion the author states that even though 
roentgenotherapy does not compare favorably with 
heliotherapy in every localization of tuberculosis, it 
nevertheless has such great advantages in regard to 
the shortness of the treatment and the ease of its 
application that it should be given preference over 
heliotherapy in many cases, even though the out- 
look is less favorable. WAGNER (Z). 


EXPERIMENTAL SURGERY 


Sweet, J. E.: Some Recent Developments in Sur- 
gical Research. Pennsylvania M. J., 1923, xxvi, 


396. 
HIGH INTESTINAL OBSTRUCTION 


The symptoms of high obstruction do not at first 
differ from those of any other intraperitoneal con- 
dition. The physician should not wait for localizing 
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signs, but should get the patient where surgery can 
be done if necessary. In the meantime the use of 
morphine is contra-indicated as it paralyzes peristal- 
sis, and increased peristalsis is the body’s attempt to 
get rid of the toxins. 

The author mentions seven theories as to the 
cause of death from obstruction. An eighth theory 
is that under the conditions of obstruction some 
toxic element is elaborated by the cells of the 
mucous membrane of the intestine. This theory 
has been questioned but not disproved and is the 
one which Sweet regards as most correct. The 
intestine elaborates a proteolytic ferment which 
normally acts upon the food in the intestine. Under 
the conditions of obstruction this ferment is ab- 
sorbed into the lymph and blood streams, and we 
have a condition entirely comparable, in symptoms 
and in character, to acute pancreatitis. 

The study of the problem by producing various 
types of obstruction is so complicated, and the 
interpretation of the results so difficult that in 
recent work an attempt has been made to study the 
effects of the poison in the normal animal. The 
poison is obtained by precipitating the content of 
an obstructed loop of intestine in alcohol, and can 
be further purified to some extent. When a fatal 
dose in injected intravenously into a normal animal, 
the picture which follows corresponds to that in an 
animal with an actual obstruction, and the autopsy 
findings also are constant and typical. Therefore 
the intestinal content of this animal, with no ob- 
struction and with nothing whatever done to its 
intestinal tract, contains the same poison. It is 
scarcely probable that this toxin is the injected 
dose, for the great dilution in the fluids of the entire 
body and the loss incident to the crude methods of 
collecting and recovering it rule out such a possi- 
bility. Accordingly, it seems apparent that the toxin 
itself creates conditions favorable for its further 
elaboration. This experiment has been carried 
through four consecutive animals. To the findings 
of the experiment described, another observation is 
added, viz., that the same toxin appears in the 
intestine after the removal of both adrenals when 
there has been no obstruction of, or operative inter- 
ference with, the intestinal tract. This phenomenon, 
therefore, seems to indicate strongly that the only 
factor responsible is a disturbance of a normal 
process. 

The experiment with the normal animal and the 
intravenous injection can be carried out in a rela- 
tively short time. The animal is attached to record- 
ing apparatus, cannule are placed in the different 
portions of the intestine, and the contents of each 
portion are studied separately. In this way it was 
found that the excretion of poison is greater in the 
duodenum, but is not limited thereto, and that it 
appears before the characteristic hemorrhage into 
the intestine. 

By a different line of experiment, the author and 
his coworkers arrived at the same conclusion as 
Whipple, namely, that the cause of death in high 


obstruction is a poison which is formed in the cells 
of the mucous membrane of the small intestine, 
more in the upper small intestine than in the lower 
which passes in two directions from these cells— into 
the lumen of the intestine, where it does no further 
harm, and into the lymph and blood streams, from 
which the toxic effect is exerted upon the body as a 
whole. 

In explanation of the life-saving action of the 
stomach-pump before operation, Sweet says that 
by removing the toxin already excreted into the 
gut, gastric lavage creates conditions favorable for 
the excretion of still more toxin into the gut, and 
the greater’the amount thrown out into the bowel, 
the less the amount to be absorbed into the body. 
Therefore the intestine should be given every chance 
to empty itself back into the stomach, morphine 
should be withheld, and water should be given by the 
intravenous injection of saline solution. The appear- 
ance of the large bowel in these experiments leads 
to the conclusion that toxin is being excreted into 
it. Therefore water should be given to wash the 
product of the mucosa into the bowel. The finding 
of the toxin after adrenalectomy suggests the ad- 
dition of adrenalin to the saline solution. The 
operation of choice is the one which will permit the 
most thorough drainage of the bowel both above 
and below the obstruction. The administration of 
saline solution should be continued also after op- 
eration. 


THE EFFECT OF RADIUM UPON NORMAL NERVOUS 
TISSUE 


The work of the author and his coworkers with 
radium began with the request of Frazier for an 
experimental study of the effect of radium upon the 
normal tissue of the brain and cord to obtain more 
direct information as to the best procedure in the 
treatment of brain tumors. 

The first effect of the radiation is upon the nuclei 
of the cells. This may be sufficiently severe to cause 
the death of the cells, but does not destroy their fer- 
ments. These ferments attack the substrata of the 
cells, and if the cells contain chiefly protein, the 
toxic products of protein breakdown are set free and 
a condition arises which is comparable to the con- 
dition in acute pancreatitis or high obstruction. It 
would seem, then, that radium is a therapeutic 
agent of limited specificity. 

The author summarizes the conclusions drawn 
from these experiments as follows: 

“We should not place our confidence in the use of 
radium alone. No operable condition should be 
entrusted to radium alone. All removable cells 
should be removed with the knife or the cautery, 
leaving to radium the task of reaching the small 
masses of cells in the metastases. In other words, 
operation plus radium; never, in any possible case 
radium without operation. We must, in our prac- 
tice, work constantly against the danger of adding 
to the numbers of hopeless cases by permitting a 
deceiving trust in radium alone.” 
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THE FUNCTION OF THE GALL-BLADDER 


The only mechanism for the emptying of the 
gall-bladder which could be found was the pressure 
of the adjacent organs and possibly a slight negative 
pressure which might be created in the intramural 
segment of the common duct as a wave of peristalsis 
passes over this portion of the intestine. 

The organ is supplied with a lymph system out of 
all proportion to the amount of tissue contained in 
its walls. During the process of concentration, the 
water of the bile can enter only the veins or the 
lymphatics. The development of the lymphatics is 
so extreme as to suggest that the concentration of 
the bile takes place by means of the action of these 
vessels. If suitable solutions are placed within the 
gall-bladder they can be detected in a very short 
time in the lymph obtained by inserting capillary 
pipettes into the lymph vessels—in fact, as quickly 
as it is’ possible to collect the lymph after injecting 
the solution into the interior of the gall-bladder. 

Experiments now in progress further indicate that 
reactions for bile can be obtained in lymph collected 
from the lymph channels of the gall-bladder. 

The demonstration of the extent of the lymphatic 
apparatus of the gall-bladder and the speed with 
which substances pass from the gall-bladder into 
the lymphatics has made clear to Sweet the direct- 
ness of the relation between other intraperitoneal 
infections and cholecystitis. As he sees the process 
now, organisms from a chronic appendix, for in- 
stance, pass into the portal blood stream, are filtered 
out of the blood by the liver, and then thrown into 
the bile. Were it not for the concentrating function 
of the gall-bladder and the direct relation to the 
lymphatics, these organisms would pass out through 
the common duct to the interior of the intestine, 
which is, strictly speaking, outside of the body. 
Instead, they enter the gall-bladder and pass with 
the stream into the lymphatics, where they cause 
inflammation. Every infection of the body, except 
a pyemia, is a lymphangitis. 

With regard to the value of the duodenal bucket 
in the diagnosis of gall-bladder conditions the 
author says, in conclusion: “I will leave you to 
deduce my opinion from the statement that we are 
at present working on the hypothesis, developed 
from a consideration of the facts and experiments 
I have just described, that what goes into the gall- 
bladder through the cystic duct, never passes out of 
the gall-bladder through the cystic duct.” 

Cart R. M.D. 


Swift, H. F., and Boots, R. H.: The Influence of 
Sodium Salicylate upon the Arthritis of 
Rabbits Inoculated with Non-Hzmolytic Strep- 
tococci. J. Exper. Med., 1923, xxxvii, 553. 


Rabbits inoculated intravenously with non- 
hemolytic streptococci developed inflammation in 
almost as many joints while under the influence of 
full therapeutic doses of sodium salicylate as the 
untreated controls similarly inoculated, but the 
inflammation was usually less severe. 


This inflammation-inhibiting effect was most evi- 
dent in the animals inoculated with streptococci of 
the lowest virulence, and could not be demonstrated 
in animals inoculated with hemolytic streptococci. 

SAMUEL Kaun, M.D. 


Marinesco, M. G.: The Réle of the Oxidizing Fer- 
ments in the Mechanism of Thermogenesis 
and Fever (Recherches sur le réle des ferments oxy- 
dants dans le méchanisme de la thermogenése et de 
la fiévre). Presse méd., Par., 1923, xxxi, 153. 


As the result of his investigations the author con- 
cludes that the most important factors in the regula- 
tion of thermogenesis and the development of fever 
are the oxidizing ferments. These vary in quantity 
in different animals and at different temperatures. 
They are very abundant in man and in birds. In 
all febrile diseases the cells containing ferments in- 
crease in number, activating combustion through- 
out the body. W. A. BRENNAN. 


MEDICAL JURISPRUDENCE 


Physician’s Right to Sue Employer for Services 
Performed at His Request for Employee Not 
Affected by Compensation Law. Weinreb vs. 
=— Bakery & Lunch Room, 197 N. Y. Supp., p. 

33- 
“Tf the employer hires the physician, it is simply 

a matter of contract between the physician and 

employer. If the amount to be paid is stipulated, 

the physician is entitled to receive that sum. If 
no amount is named, the physician is entitled to 
receive the reasonable value of his services. A fail- 
ure to pay gives rise to a common-law action that 
may be prosecuted in the courts. There is no more 
reason for giving the Commission the right to limit 
or control the sum to be paid under the contract 
of employment than there would be to require all 
contracts with employees to be submitted to the 

Commission to pass upon the reasonableness of the 

wages agreed to be paid.” Wutam E. Mooney. 


Surgeon Who Agrees to Perform Operation Does 
Not Guarantee Results. Wéilson vs. Blair, 217 
Pac. Rep., p. 289. 


The plaintiff in this case alleged that in June» 
1919, he sustained an injury to the thumb of his 
left hand which rendered the first joint stiff; that 
he was a jeweler, skilled in repairing watches, doing 
engraving and manufacturing jewelry; that he con- 
sulted Dr. Blair who, for a valuable consideration, 
agreed to perform a surgical operation upon the 
thumb and guaranteed that after the operation the 
hand would be normally efficient; and that such an 
operation was performed but that the result was 
further injury to the thumb and hand. On a trial 
a verdict of $5,000 was returned in favor of Wilson. 
From this an appeal was taken. 

“‘The question presented is: Was there an agree- 
ment between plaintiff and defendant, enforceable 
at law, by which the latter guaranteed and war- 
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ranted that as a result of such operation the plain- 
tiff’s hand would be cured of all defects and rendered 
100 per cent efficient? If the contract in question 
was merely that the defendant was to perform a 
surgical operation, then the law requires that the 
defendant possess the skill and learning which is 
possessed by the average member of the medical 
profession in good standing in the community in 
which he resides, and apply that skill and learning 
with ordinary and reasonable care. He does not be- 
come a guarantor of the results of such operation. 
“Tt is apparent that the warranty was made after 
the agreement to operate and to pay therefor, that 
the warranty did not become a part of the contract 
to operate, and that there was no consideration for 
the warranty. We are of the opinion that the trial 
court erred in denying the defendant’s motion for a 
nonsuit, that the verdict is against the law, and that 
the motion for a new trial ought to have been 
granted.” Wituram E. Mooney. 


Responsibility of the Physician in the Case of an 
X-Ray Burn. Sfemons vs. Turner, 117 Allantic 
Rep., p. 922. 

The defendant in this case was an osteopathic 
physician; Stemons was his patient. In the en- 
deavor to diagnose the latter’s complaint the physi- 
cian made a number of roentgenograms of the af- 
fected region. At this point a burn developed, caus- 
ing pain and suffering. On a trial of the case a 
judgment was rendered against the physician, and 
an appeal was taken principally to test out instruc- 
tions that the physician claimed were erroneous and 
prejudicial to him. There was nothing in the case 
which showed that the machine was different from 
those ordinarily used, or that the physician, through 
lack of training or otherwise, was incompetent. The 
issue was therefore limited to whether the physician 
used the machine negligently or ignorantly. An in- 
struction to the jury that the physician was required 
to use a high degree of care when the law required 
him to use only the ordinary care generally exer- 
cised under like circumstances, was therefore de- 
clared erroneous. 

The trial court also instructed the jury generally 
as follows: ‘All of the physicians and the X-ray 
specialists agree that, by a proper and careful use of 
a certain accepted and well-recognized formula by 
the profession, which formula has been described, 
and which you will recall, an X-ray burn could not 
occur. The defendant says that he used a formula 
of even less intensity than that. Obviously, there- 
fore, if the defendant did use the formula which he 
says he did, then his application of the X-ray did 
not cause an X-ray burn of the plaintiff’s groin. 
However, if you find as a fact that the plaintiff 
did sustain an X-ray burn of the groin, then you 
would be justified in concluding that, while the 
defendant told you that he used the X-ray accord- 
ing to a harmless formula, he was not telling you 
the truth, and that, on the other hand, the formula 


that he did actually use was a negligent and im- 
proper formula under the circumstances.” 

The Supreme Court held that this was not a fair 
statement of the law. The fact that the jury were 
instructed, in effect, that because injury resulted, 
they could draw the inference that the physician 
did not tell the truth when he said he used less 
dosage of the X-ray than that which was safe under 
a well-known formula is not in harmony with the 
law. The rule as announced leaves out of account 
the idiosyncrasy of certain persons to the X-ray. 
That there is such idiosyncrasy and that it cannot 
be known until after the X-ray has been used, was 
shown at the trial. 

The court unduly stressed the fact that the X-ray 
is a dangerous instrumentality. This is true also 
of the surgeon’s knife. But if human ills are to be 
cured, such instrumentalities must be used. ‘To 
put upon the medical profession, which must use 
them, such a burden as financial responsibility for 
damages if injury or death results, without proof of 
specific negligence, would drive from the profession 
many of the very men who should remain in it, 
because they are unwilling to assume the financial 
risks.” For these and other reasons a new trial was 
ordered. Wiuram E. Mooney. 


Responsibility of the Surgeon in the Case of a 
Burn from a Hot Water Bag. Harber vs. Gledhill, 
208 Pac. Rep., p. 111. 


Mora Harber was operated upon by the defend- 
ants, and after the operation, while she was in an 
unconscious condition, she was by them taken from 
the operating table and carried to, and laid on, a 
bed which contained three hot water bottles. The 
evidence as to who placed the bottles in the bed is 
uncertain. It was the duty of the special nurse, 
employed by the patient, to attend to the nursing 
of the case and to attend the bed. When the sur- 
geons arrived at the bed, two hot water bottles were 
observed by them, and the nurse who had accom- 
panied them (not the special nurse) was ordered by 
the physicians to remove them. Two of them were 
removed, but the third remained in the bed. Before 
the patient recovered consciousness her leg was se- 
verely burned by the hot water bottle in the bed. 
In the trial court a judgment was entered against 
the physicians and the hospital. 

The Supreme Court stated: “‘Had the surgeons 
done nothing more than perform the operation, had 
they not assumed the additional task and duty of 
conveying the patient to her bed and placing her 
therein, the contention that they would not be liable 
would be sound. Having undertaken to carry the 
patient to her bed and putting her in the bed, it 
was their duty to know that the bed was free from 
anything that might harm or endanger the helpless 
patient. They had no right to close their eyes and 
rely upon some one else to protect the unconscious 
patient from danger.’”’ Accordingly, the judgment 
was affirmed. Wituram E. Mooney. 
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